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HEARING ON ACCREDITATION OF GRADUATE
MEDICAL EDUCATION

WEDNESDAY, JUNE 14, 1995

HOUSE OF REPRESENTATIVES, SUBCOMMITTEE ON OVER-
SIGHT AND INVESTIGATIONS, COMMITTEE ON ECONOMIC
AND EDUCATIONAL OPPORTUNITIES, Washington, DC.

The subcommittee met, pursuant to call, at 1 p.m., Room 2261,
Rayburn House Office Building, Hon. Peter Hoekstra, Chairman,
presiding. '

Members  present:  Representatives  Hoekstra, Barrett,
Cunningham, McKeon. Castle, Weldon, Sawyer, Reed, Roemer, and
Scott.

Also present: Representative Souder.

Staff present: Vic Klatt, Education Coordinator; George Conant,
Professional Staff Member; Deanna Waldron, Staff Assistant; Chris
Burk, Media Assistant; Gail Weiss, Staff Director; Kevin Bruns,
Counsel/Press Secretary; Laura Greer, Executive Assistant; Chris
Collins, Staff Assistant; and Broderick Johnson, Chief Counsel.

Chairman HOEKSTRA. Good afternoon. The subcommittee will
now come to order.

I would like to welcome the panel here today. I do have an open-
ing statement, and we will also hear from Mr. Sawyer, if you have
an opening statement.

Let me just clarify from the outset that I would have preferred
not to hold this hearing today. At the Congress, we rely and have
decided to rely heavily on the Accreditation Council for Graduate
Medical Education, or ACGME, for making sure that doctors edu-
cated in the United States are qualified.

Unfortunately, in February of this year the ACGME chese to ex-
pand the agenda of medical training accreditation far beyond sim-

ly establishing minimum standards for the profession and have
aunched into the area of taking sides in an extremely divisive
moral and social issue.

It seems clear to me that I, as the Chairman of this oversight
committee, and the Congress as a whole have no choice but to ad-
dress this issue. Abortion has been called the third rail of American
politics, an issue so hot that no one wants to touch. The issue in-
volves basic American values, personal liberty, and the protection
of innocent life which seem to be in direct conflict. The dilemma
often seems intractable, and emotions run high on both sides. This
is why the word pro-choice is so appealing to many Americans. It
suggests that everyone will agree to disagree; that every person is
allowed to live in accord with his or her values.
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Whatever the validity of this approach where human life may be
at stake, some new developments cannot be called pro-choice. They
involve forcing medical training program in obstetrics and gyne-
cology to perform and teach abortion techniques against their will.
Such developments seem both anti-life and anti-choicc.

It is of special concern to this committee that such coercion
would be enforced by threatening to withhold accreditation from
programs of graduate medical education, and the matter is of such
special concern to Congress because such accreditation may deter-
mine whether programs and students receive educational loan ben-
efits and other Fegeral assistance.

This problem arose on February 14 of this year when the
ACGME issued new requirements for residency programs in obstet-
rics and gynecology. All OB-GYN residency programs will be re-
quired to train residents in the various methods of induced abor-
tion.

While individual students with moral or religious objections will
be able to opt out, an advocate of the policy has already written
that those who object, and this is a quote, “should be required to
explain why in a way that satisfies stringent and explicit criteria.”
This was in the New England Journal of Medicine, Dr. Barbara
Gottlieb, entitied “Abortion 1995.”

Moreover, no program can completely opt out. Even Catholic pro-
grams and others with strong moral objections must set up mecha-
nisms to make sure that training is provided at another location.
No f%onscience protection is provided for faculty members and their
staff. :

The new requirements scheduled to take effect on Januar, 1 run
directly counter to numerous State and Federal enactments on this
issue. Federal conscience clauses seek to insure that physicians,
students, and residents in medical schools and hospitals will not be
discriminated against for refusing to participate in abortion.

In 1988, Congress amended the Education Amendments of 1972
to insure that Federal sex discrimination provisions do not require
any educational program or institution to provide abortion benefits
to staff and students. The Religious Freedom Restoration Act of
1993 allows any institution to file Federal suit if a law or regula-
tion would require it to act contrary to its religiously based moral
code.

The ACGME requirement threatens to place Federal law in con-
flict with itself. Medicare reimbursements for medical procedures
performed by medical residents only if the residency program is ac-
credited by the ACGME. The Health Education Assistance Loan,
HEAL, Program allows graduates of medical schools to defer repay-
ment of their student loans during residency, but only if the resi-
dence program is accredited by the ACGME.

How can Congress so firmly proclaim protection for students and
facilities that refuse participation in abortion and then punish
them by denying them the benefits of these Federal programs?

The conflict in State law is no less troubling. At least 41 States
have laws protecting the rights of individuals and facilities that
refuse to participate in abortion. My own State of Michigan de-
clared that a hospital, clinic, institution, teaching institution, or
other health facility may not be required to perform or participate
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in abortions, and that such facilities have immunity against any
civic or criminal liability or penalty.

Almost every Member of this subcommittee comes from a State
with a similar law, and yet many of these same States deny a li-
cense to practice medicine to a resident if his or her residency pro-
gram is not accredited by the ACGME. If that accreditation rests
in whole or in part on willingness to provide abortion training, the
State has been placed in an untenable position. It seems to be vio-
lating its own antidiscrimination law.

Within the medical progression, the new requirement runs
counter to current practice and many doctors’ convictions. Some
witnesses who are present today can speak more credibly than I
about the depth of physician’s disagreements on this issue. I would
only note that the expressed reason for the new ACGME require-
ment is the widespread unwillingness of OB-GYN programs to
make abortion an integral part of their training.

Programs and faculty have been voting with their feet. By one
recent study only 12 percent of OB—GYN residency programs make
abortion 2 routine part of their training. Most programs make it
available as an optional elective, but then few residents volunteer
for the training.

It seems that the new requirement must impose from outside
precisely because physicians and residents in the field do not see
it as an integral part of responsible medicine.

The broader issue before us is whether accreditation of edu-
cational programs is supposed to insure basic competency in a field
or to enforce conformity with the ideological view of an organiza-
tion that has acquired a monopoly on the accreditation process.
When that organization enjoys delegated governmental power to
determine eligibility for Federal benefits, it would be irresponsible
for Congress to ignore such abuse simply to preserve the legal sta-
tus quo. To preserve everyone’s current right to choose whether or
not to participate in abortion, new Federal action may be nec-
essary.

Inr¥ny view, at least, Congress cannot be idle when eligibility for
its own programs of Federal assistance is conditioned on involve-
ment in abortion. For this reason I am developing legislation to be
introduced in the coming days which will protect institutions and
individuals from being discriminated against based on their refusal
to perform induced abortions.

But today’s hearings do not concern particular legislation. It
brings together a representative of the ACGME and several direc-
tors and faculty in the OB-GYN programs to deepen our under-
standing of this problem, what has ACGME done and why, where
is this policy leading, and what does it mean for the integrity of
standards for the educational accreditation.

I welcome all of the witnesses who have agreed to be with us
today, and I invite my colleague Ranking Member, Mr. Sawyer to
present his opening statement, and anX other Members can present
their opening statements for the record.

Mr. Sawyer.

Mr. SAWYER. Thank you, Mr. Chairman. I would like to request
that the record remain open for 10 days so that interested individ-
uals and groups may submit written statements for the record.




Chairman HOEKSTRA. Yes.

Mr. SawyEeRr. I thank you, Mr. Chairman, and wish good after-
noon to our panel. I appreciate your discomfort with this hearing
on accreditation of postgraduate medical education, I probably for
different reasons.

I am concerned that with this hearing the subcommittee once
again crosses the jurisdictional boundaries of this committee and
stretches the traditional purview of the Federal Government in
matters of this kind. The Federal Government has traditionally not
involved itself in the accreditation of educational entities, and cer-
tainly not to this degree of detail and probably not in matters as
volatile as the subject that brings us here today.

By conducting oversight of the standards of medical residency
programs, Congress threatens to set a dangerous precedent for in-
creased regulation of the content of educational programs, and for
the increased regulation of all kinds of programs. This seems to
contradict the position of many Members on your side of the aisle,
that being advocacy for a smaller role for the Federal Government.

Several Republican proposals have been introduced which would
cut or eliminate the Federal role in education and other domestic
areas altogether. Any legislative revision would be an extraor-
dinary and perhaps unprecedented override of the authority of the
ACGME on accreditation standards.

The ACGME adopted new standards in February of this year for
a number of medical specialties. These requirements were devel-
oped by professional medical educators and were developed with
great sensitivity for the differing moral and ethical views of the
participating institutions and their students and residents. The re-
vised requirements were adopted unanimously by the ACGME and
included broad conscience clauses’ for both individual students and
for institutions.

These standards reflect the knowledge of procedures that medical
educators and physicians believe are necessary for the health of our
Nation.

To close, just let me reiterate my concern about these hearings
in particular. I believe we are stepping over our jurisdictional
boundaries in conducting oversight hearings on and suggesting leg-
islative changes to accreditation standards made by knowledgeable
experts. I am troubled that we may be setting the stage for an even
broader intrusion on the accreditation standards of our Nation’s in-
stitutions of higher education generally.

Mr. Chairman, having said that, I want to thank you for calling
this hearing in one sense. The concerns that you have expressed
that are shared by some on my side of the aisle and those who be-
lieve that these kinds of decisions ought best to be left to those who
are most responsible for them, it will provide an opportunity for all
of us to get our thoughts on the table.

With that, I yield back to you and we can proceed.

Chairman HOEKSTRA. Great. Thank you.

I cannot help but just say I agree with so much of what you said.
Leave it to those best able to make the decisions, which might be
individual people who have elected to go into the profession of med-
icine.
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But let me introduce the panel and we will start with the testi-
mony. Our first witness today is Dr. Thomas Elkins, who is from
the Department of Obstetrics and Gynecology from Louisiana State
University in New Orleans. Welcome,

We have Robert D’Alessandri, the Chairman Designate of the Ac-
creditation Council for Graduate Medical Education. He is joined
by John Gienapp, who is the Executive Director of ACGME and
has designated Dr. D’Alessandri to deliver the ACGME'’s statement
at this hearing. Welcome to both of you.

Dr. E—dwarg Hannigan, who is Director of the Division of
Gynecologic Oncology and Department of Obstetrics and Gyne-
cology, the University of Texas at Galveston. Welcome to you, Dr.
Hannigan.

Dr. Frank Ling. Dr. Ling is a Fellow at the American College of
Obstetricians and Gynecologists. Welcome.

Dr. Levatino from Renssalaer, New York. Dr. Levatino is an ob-
stetrician, an attorney, and a former abortion practitioner.

And Dr. Pamela Smith, Director of Medical Education, Mt. Sinai
Medical Center of Chicago, Illinois.

So welcome to the panel, and we will begin with Dr. Elkins. I
would encourage all of you to try to adhere to a five or six minute
statement, and that would enable us to get to the questioning and
dialogue and interaction a little bit sooner, but we are looking for-
ward to hearing your testimony.

Dr. Elkins.

STATEMENT OF THOMAS ELKINS, M.D., CHAIRMAN, DEPART-
MENT OF OBSTETRICS AND GYNECOLOGY, LOUISIANA
STATE UNIVERSITY MEDICAL SCHOOL

Dr. ELKINS. Mr. Hoekstra and Members of the committee, I want
to thank you for asking me to speak and be a witness in these
hearings.

My name is Thomas Edward Elkins. I am a Board certified ob-
stetrician-gynecologist and serve as professor and department
chairman of one of our large OB-GYN programs at one of our
major universities. I have served previously for five years on the
American College of OB-GYN Ethics Committee, and have been
very involved for a number of years in programs for under-served
women both here and abroad.

I come before you today, however, as an official representative of
the Christian Medical-Dental Society. The National CMDS has ap-
proximately 10,000 members and has active student chapters in
most American medical and dental schools.

In general CMDS has opposed abortion, and I represent one of
their more moderate members. In 20 years of medical practice, I
have mostly been either in university settings or in Africa and have
done over two dozen pregnancy terminations for threat of life to the
mother, lethal fetal anomalies, or rape and incest.

I have worn many hats during these years, all of which have in-
fluenced my thoughts on abortion. I, like most Americans, under-
stand the futility associated with the abortion issue. I am appalled
at the violence and rhetoric of both extremes.

There will be no answers that please all or even a majority ovn
the abortion related issues. It is not a topic I normally discuss in
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public.-ft is with some reluctance, therefore, but a sense of duty,
that I speak to you today. It is time to resist some steps that sim-
ply continue to go too far.

As Americans and as obstetricians and gynecologists, we have
never lost our respect for individual liberties. We protect and de-
fend our patients’ rights to confidentiality and pursuit of reason-
able health care within a healthy lifestyle.

My own thoughts were very pro-choice 25 years ago, and I openly
worked with pro-choice physicians. Dr. Ling and I have worked to-
gether for a long time, people 1 deeply respect. They also readily
worked with me.

My thought have been modified the last three and a half years,
over the past 20 years of work in the Third World in West Africa.
1 also worked with the developmental disability population in our
own country. It is in critical areas like these that such controver-
sial things as abortion become highlighted and thoughts begin to
change.

For well over three and a half years out of the last 20 in Africa,
I learned that there are other norms besides autonomy. There is
beneficence, justice, pragmatism, and survival that become over-
whelming ethical norms in many parts of our world. It was there
that I learned that starvation and famine among women lead to in-
fections in utero, that force us to do things like dilatation and evac-
uation to save women’s lives. It is a procedure in which you have
to dismember the fetus in utero, take it out and reassemble it on
a table to make sure that the procedure has been completed. It
does not take too many of these procedures to dampen one’s enthu-
siasm for elective abortion.

Over the past nine years I have been very involved with the for-
mation of residency training in the countries of Ghana and Nigeria.
We have developed training programs there that have finally low-
ered the maternal mortality rates, something that all of the mil-
lions of dollars that Americans have spent on family planning and
abortion in the Third World have been unable to do.

Yet when we approached the U.S. AID office in Ghana just last
year and asked for funding for more doctor training, we were told
that it was not family planning or abortion, and we could receive
no funds.

I began to understand that in these critical issues there are
times that we as Americans express our own values perhaps too
harshly and go steps too far.

For nine of the last 15 years, I have served on the Board of Di-
rectors for the National Downs Syndrome Congress. I lived through
the Baby Doe Era, as many of you did in the 1980s and heard
those discussions. In this year we have chosen to take those discus-
sions from the nursery back into the womb by, again, setting a
test-up called the triple screen for Downs Syndrome that will be of-
fered to cvery woman in America in order to identify fetuses with
Downs Syndrome in utero in order to give a woman a chance to
terminate that pregnancy.

This will cost us over $1 billion in the coming year to terminate
part of a population group which has become the most gentle, per-
haps the kindest and most progressive group of people in America,
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many times our teachers of humility and grace in our society.
Again, I think we have gone a step too far.

Now, in 1995, some in the pro-choice community have carried the
implementation of their own values and viewpoints into the arena
of medical education. In my opinion this is, again, a step too far.
Some claim that this will offer answers to what they say is an ac-
cess problem for people seeking to find abortion in our country.

This is difficult for me to understand when there are no lines
outside of abortion clinics in our State, and yet no one over the age
of 45 who is a Medicaid or indigent patient in our State even has
a public health clinic to find a Pap smear or mammogram.

No lines exist outside abortion clinics in our State, and yet we
have waiting lists of over 120 days to get into our Center for Gyne-
cology visit. We do have access problems. I do not see it in abortion.

What about the argument that this will insure adequate exper-
tise for abortions being done if residents learn to do D&Cs by the
dozens and even dilatations and evacuations as a result of manag-
ing spontaneous pregnancy losses?

Training is more than adequate for the mechanical aspects of
abortion. The worry about quality of services seems at best to be
contrived and imagined. It does seem very obvious that this is a
push to make abortion seem to be just a routine part of OB-GYN
care.

An abortion simply is not a routine case for most of us in OB-
GYN. It is special because human life is involved, not because the
procedure is so special. The fetus is not just another routine piece
of tissue that presents itself for excision or removal with all expedi-
ency once it is deemed bothersome.

Abortion is truly a life lost, and for most of us life is our most
precious possession. To equate it to routine.care is to cheapen and
demean many of our principles that relate to our respect for life
from its inceptionto the point of death.

What is not protected in the ACGME mandate is for the reason-
able program to help reasonable physicians to act autonomously in
terms of abortion. Physician conscience, individual choice, and med-
ical discernment are simply ignored by any mandate such as this
one by the ACGME.

Unless we hear in just a moment that changes have occurred in
the last few days, the ACGME mandate also was in direct violation
of existing legislation in many States. To comply with the new re-
quirements would require us to sanction criminal activity in our
State unless the changes have been made, which I think we will
hear about momentarily. '

It is, in my opinion, a time for Americans to regroup and rethink
its position on such critical issues as abortion. All extreme opinions
become unacceptable in such discussions. Individual freedoms for
all involved must be respected, and the politicalization of health
care issues must simply be discontinued as much as possible.

When committees introduce political issues, it leads to politicians
becoming more involved and not less. The universal language of
pain, suffering, and compassionate response is not a vocabulary of
political power, and medicine must not be allowed to become a tool
to chat end.

Iy
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We once discussed strategies to reduce the number of abortions
in our country. Rather than watch both extremes fight one another
in all kinds of ways, it is time to retrace our steps and our
thoughts. )

Thank you.

[The prepared statement of Dr. Elkins follows:]




“Steps That Have Gone Too Far”
A Time for Analysis and Retracing of Thoughts

Testimony before the United States
House of Representatives Committee
on Economic and Educational Opportunities

Thomas E. Elkins, M.D.

My name is Thomas EZward Eikins. | am Board Certified in Obstetrics and
Gynecoiogy and serve s Professor and Department Chairman of a large
OB-GYN program at one of our major universities. | have served previousiy
for five years on the American College of Obstetricians and Gynecologists'
Committee on Bioethics, and two years on the Nationa! Advisory Board for
Ethics in Reproduction. | have become known both here and abroad for the
successful development of programs to enhance heaith care for
underserved women. | have worked with others to develop OB-GYN training
programs {n West Africa that focus on rural probiems such as
veslicovaginal tistuias resuiting from long neglected iabor, femaie
circumcision and maternal mortality. In the 1980's, | estabilshed model
gynecologlc ctinics and sexuallty/soclalization counseling programs for
women with menta! retardation in our country.

| was recruited to my current position, in part, to intervene In the heaith
care problems of one of our nation’s largest Indigent communities. In fess
than three years, we have begun a system of inner-city prenatal clinics In
housing projects, stationed our facuity In school-based clinics, and
assigned taculty to work to Improve women's health for ail sges
throughout the state.

| come before you today, however, as a representative of the Christian
Medical Dental Society. The national CMDS has approximately 10,000
members and has active student chapters In most American medica!l and
dental schools. They have taken s very strong official position against
abortion for any reason, as being contrary to God's will for our lives. | do
not disagree with that. They still allow those more moderate ones like
myseif to be in their group. They have asked me to represent them todsy
not because of my stance on abortion, but because 9t my role In medical
education snd my view on current ACGME guidelines. In twenty years of
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medical practice, mostly in a university setting or in Africa. | have done
cver two dozen pregnancy terminations for threat of life to the mother,
lethal fetal anomaliles, or rape and incest. | have worn many hats during
these years, alt of which have infiuence my thoughts on abortion.

I, I1ke most other Americans, understand the futility associated with the
abortion Issue. Political extremists have made this one of the most
controversial and distasteful subjects in Americs for most of us who
attempt to practice obstetrics and gynecology. | am appalied at the
vioience advocated by some prolife supporters, and cannot support their
lack of compassion for women In some settings. | am no less appalled by

' pro-choice supporters at times, as well. There will be no answer that

pleases all, or even a majority, on most abortion-related issues. It Is not
8 topic | normatily discuss in public. | have published over 25 articies and
chapters on Issues In blomedical ethics, but very few of these are related

to abortion. 1t Is with reluctance, but a sense of duty that | speak to you
today.

As Americans and an obstetrician gynecologists, we have never fost our
respect for individual tiberties. We protect and defend our patients’
rights to confidentiatity and pursuit of reasonabie heaith care within a
heaithy litestyle. My own thoughts were very pro-choice 25 years ago, and
1 openly work with pro-choice physicians, who | deeply respect. They also
readily work with me.

For over four years out of the iast twenty, however, | have worked in rurail
West Africa, where beneficence, justice, pragmatism, and survivai are
overwheiming ethical norms. .. .loss of individual !iberties and protection
of women’s rights are of ittie Iinterest. it is a place where something

called tamine and starvation become reasons for amnlotic fluld Infections
and medically indicated mid-trimester terminations to save the mother’s
1ite, by & procedure called a dilatation and evacuation. {t requires
breaking up the fetus in-utero and removing it in pieces then reassembling
the body parts on a table to make sure the procedure has been compieted.
It does not take too many of these procedures to dampen one’s enthusiasm
for elective abortion.

For the past 9 years, | have been the grant funded external coordinator for
0B-GYN training In Ghana, West Africa. We have decentralized medical
care from the university and stopped the drain of physiclans to the
western world, creating community-~based obstetricians and gynecotogists




PAFullToxt Provided by ERIC

11

who are both excellent and . elevant in their part of the worid. These
doctors have aiready made a difference in maternal mortality rates--
something atl of the bililons of doilars in U.S. ald tor famlly planning had
falled to do over the past 20 years.

Yet, when we approached America’s U.S. AID office for support in 1993, In
Ghana, we found the doors ciosed uniess we were asking for money to
promote tamily planning or abortion. Forty miltion doilars were labeled
for materns! heaith in Ghana, but it went to support a pro-abortion, family
planning organization in New York, while the projects requested by
Ghanaian OB-GYN protessors and planners went unfunded. While we spend
bittions in America for invitro fertiiization, we undermind proven ways to
provide safe reproduction In the third worid where having chiidren {s so
highty valued in order to pursue our swn famiiy pianning poiicies. inour
zea! to express our own vaiues, we have gone a step too far.

For 9 of the iast 15 years, | served on the board of directors for the
Nationai Down Syndrome Congress. | have seen us, as a country, go Into
terribly emotional debates on whether or not to protect or condemn the
handicapped “Baby Doe’s” in our nurseries. Those within the pro-choice
community have carried the battie from the incubator to the womb; we
now, In 1994, have mandated a tripie-screen for pregnant women of all
ages, so that every woman carrying a fetus with Down syndrome may be
given the choice to terminate that pregnancy. Such an effort wili cost us
over $1 billlon in the coming year and wili resuit In the wholesale
elimination of the majority of what has come to be one of the kindest,
most gentie and most progressive groups of people In America. Again, by

attacking e non-iethal fetal anomaly in-utero, we appear to have gone a
step too far. As one feminist writer has noted, the societai zeal to
Identify the “abnormal” In-utero has aimost made it too unreasonabie for
awoman to choose to keep that “different child® that may even become
the teacher of grace and humility in our iives.

Now In 1995, the pro-choice community has carried the Impiementation of
the!r own values and view points (nto the arena of medicail education. in
the opinlon of this obstetrician gynecologists they have again,
Inappropriately, gone a step too far. One must ask why the constant
pushing on the part of one extreme side toward another has to continue,
for both sides. As violent, harsh rhetoric mounts on ajl extremes, why
should either side continue to scheme and plot to have their agenda
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become triumphant. The immediate goais of the pro-choice community in
this situation are obvious:

1) To attempt to force every residency training program to
begin a free standing abortion clinic that would '
accommodate those seeking pregnancy termination on
demand.

(Many would say that this would solve a serious access
problem in our country for abortion services.)

To attempt to force every resident to have hands on
training in the pertormance of pregnancy terminstion,
uniess a statement is signed professing moral or
religious objections to abortion in general.

(Many would say this Is to insure that ail doctors are
well trained to perform abortions in our soclety.)

To make abortion tralning a part of main !ine,
standardized, and routine care. This would change Its
current Image for many.

For a moment {et's look at the valldity of ‘nese goals.

(1) 1t is ditticult for me to understand how we can claim an access to
cere probiem, when some abortion clinics will not even allow a 24 hour
delay between being seen In clinic and having the procedure done. | come
from a state where Medicald and indigent patients over age 45 do not even
have access to public health clinics for pap smears or mammograms
except st university centers, and no “access to care” cries sre heard.

No iines exist awaiting abortions at any clinic providing pregnancy
terminations across the state. Patlents wait for 120 days to get Into a
gynecology cilnlc at my center, and S0+ days for an initial prenatal clinic
visit, but these are not considered access problems, either.

(2) Wnat about the argument that this will insure adequate expertise for
abortions being done? At present, residents learn to do D & C's by the
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dozens, and even diiatations and evacuations as a result of managing
spontaneous pregnancy l0sses.

Abortion clinics a1l over America are run safely by doctors who had no
special abortion training beyond that given In routine OB-GYN residencles.
Training {s more than adequate for the mechanical aspects of abortion
technique with the management of natural pregnancy fosses. The worry
about quality of sarvices seems, at best, to be contrived and imagined.
(3) 1t does seem very obvious that this Is a8 push to make abortion seem to
be just a routine part of OB-GYN care--just something so ethically
reasonabie and justifiable that every person should expect to provide
these services, at {east during residency. An abortion simply is not a
routine case for most of us in OB-GYN. It Is special because human lite is
invoived; not because the procedure is so “special.” The fetus is not just
another routine plece of tissue that presents Itself for excision or
removal with ali expediency once It is deemed bothersome. Abortion |s
also a procedure with vast potential for iater regret, as well as for
medical comptiications that increase rapidly as the second trimester is
entered. it is truly a “tife lost,” and for most of us, life is our most
precious possession. To equate {t to routine care, Is to cheapen and
demean many of our principies that reiate to our respect for life from Its
inception to the point of death.

What is not protected in this ACGME mandate {s for the reasonable
physictan to act autonomously in terms of abortion, For example, must a
physician feei that he/she never should do an abortion, for any reason, if
he/she has signed that they refuse to do them on religlous or moral

grounds? Can they stiil manage the patient they choose to assist with s
pregnancy termination, without fear of Increased llabiiity that would
resuit from “Incompiete” training? Having established an elective
exactly like the one now mandated by the ACGME at 8 prior university, |
can see this as a coming problem. Not a singie resident took the elective
abortion experience In seven years, and | see no eager residents !ining up
to do this In our program now. However, any resident who wouid not heip
any patient with an abortion complication wouid be fired In our program,
and many residents would do abortions for carefully seiected rzasons.
Physician conscience, individual choice and medical discernment are
simply Ignored by any mandate such as this one by the ACGME. it is againa
step too far.
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The ACGME mandate s also in direct vioiation of existing legislation In
maery states. To comply with the new requirements would require us to
sanction criminal activity in our state.

In short, the ACGME mandate is a thinly-velied polltical maneuver that
has little, it any, medical or ethical basis. Such politicalization of
medicai practice Is potentiaily very dangerous for health care In America.
What wlii happen next as a result of someone’'s potitical agenda? Will
only those willing to do abortions be allowed to become OB-GYN
specialists? Will the abortion ethic of the mechanicai “1 demand--You
providel® become the norm for all medical decision making In the tuture,
as doctors become more and more technicians, while the concept of
“medical indications® drifts off into the sunset. Ultimately patients and

our soclety will sutfer in such a system, and much of education will
become meaningless.

It is, in my opinion, a time for America to re~-group and re~think its
position on such critical 1ssues as abortion. Forcing others, subtly.
through legisiation or organizational mandate: or overtly, through feartful
rhetoric and violence, are not acceptabie ways to deal with difficult
medicai 1ssues. All extreme opinions become unacceptabie in such
discussions. Individual freedoms, for ai! Involved, must be respected, and
the poiiticalization of heaith care Issues must simply be discontinued as
much as possible. The universal language of paln, sutfering, and
compassionate response 1S not 8 vocabuiary of political power; and
medicine must not be ailowed to overcome a tool to that end. We once
discussed strategies to reduce the number of abortions in or country,
rather than watch both extremes fight one another in all kinds of ways.
1t I8 time to re-trace our steps.... and our thoughts.
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Chairman HOEKSTRA. Thank you.
Dr. D’Alessandri.

STATEMENT OF ROBERT D’ALESSANDRI, M.D., CHAIR DES-
IGNATE, ACCREDITATION COUNCIL FOR GRADUATE MEDI-
CAL EDUCATION; ACCOMPANIED BY JOHN GIENAPP

Dr. D’ALESSANDRI. Thank you very much, Mr. Chairman.

I hope you will allow me a few extra minutes since Mr. Gienapp
will have no prepared remarks, and I will be speaking on behalf
of the ACGMI'{).

Chairman HOEKSTRA. I would hope like other panel members
that you would stick close to the five minutes.

Dr. D’ALESSANDRI. I will stick close to that.

Chairman HOEKSTRA. I would prefer that, yes.

Dr. D’ALESSANDRI. Thank you.

Members of the committee, ladies and gentlemen, my name is
Robert D’Alessandri. I am Vice President for Health Sciences and
Dean of the School of Medicine, the Robert C. Byrd Health Sciences
Center at West Virginia University in Morgantown, West Virginia.
I am the Chair Designate of the Accreditation Council for Graduate
Medical Education and am representing that organization which
was invited to present testimony at this hearing.

With me today are John Gienapp, Executive Director of the
ACGME, as well as Dr. Joel Polen, Professor of Obstetrics and
Gynecology at Temple University and Vice Chair of the Residency
Review Committee of Obstetrics and Gynecology.

The ACGME was established to develop the most effective means
of evaluating graduate medical education programs and to promote
the quality of graduate medical education so the public can be sure
that physicians who train in these programs meet the highest med-
ical standards.

The ACGME is the body responsible for establishing educational
standards and evaluating and accrediting residency programs in
the United States. Members of the Council of the American Board
of Medical Specialties, the American Hospital Association, the
American Medical Association, the Association of American Medical
Colleges, and the Council of Medical Specialty Societies, working in
cooperation, volunteers from these organizations resolve critical is-
sues concerning the training of physicians in residency programs
throughout the Nation.

There are more than 7,400 residency programs in more than
1,000 institutions in the United States that the ACGME accredlits.
To assure that the more than 100,000 young physicians enrolled in
these programs receive education and training that is consistent
and of high quality, the ACGME regularly evaluites these pro-
grams, establishes common policies, and sets the standards for
residency programs in 26 core areas and 64 more specialized areas.

Perhaps it would be helpful for me to describe the process we use
to do alY of this and give you an idea of who is involved in this
process.

The ACGME carries out its work through a council of 26 individ-
uals, 20 volunteers appointed by the member organizations I men-
tioned; a resident representative: a representative of the Federal
Government designated by the Secretary of the Department of

it
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Health and Human Services; two public members; and an individ-
ual representing the residency review committees.

Residency review committees are groups of physician educators
in each of the 26 medical specialties who propose educational
standards and evaluate residency programs in their specialty. On
the residency review committees more than 200 distinguished phy-
sicians serve each year. These volunteers who participate on the
residency review committees are key to the efficacy of the process.

Through their work we directly influence the quality of graduate
medical education, the quality of health care institutions, and ulti-
mately the quality of medicine in America.

Each of the 7,400 residency programs in the United States is
evaluated by the appropriate residency review committee on aver-
age every three and a half years. The program submits statistical
and narrative information describing every aspect of the program,
from curriculum content to on-call hours, for scrutiny by the resi-
dency review committee.

Then an on-site review is conducted. Based on the material pre-
pared by the program and the report of the on-site visitor, the rel-
evant residency review committee makes an accreditation deter-
mination. During the past year, ACGME committees made over
2,600 evaluation decisions.

The standards by which these programs are reviewed and are ex-
amined are examined and revised every five years to make sure
they are specific about educational goals and allow for new medical
knowledge and practices. Again, the goal of the standards is to as-
sure the public is protected by high quality educational standards
which are consistently applied.

As a part of this process, the standards for obstetrics and gyne-
cology came under periodic review about two years ago. In May of
1993, the residency review committee for obstetrics and gynecology
began the process of discussion, consultation, and drafting revised
standards in obstetrics and gynecology.

In July 1993, at a retreat for all program directors of obstetrics
and gynecology programs nationally, discussion groups were held
on the educational standards that included education in family
planning.

That fall, the draft of the proposed requirements was circulated
to the American Board of Obstetrics and Gynecology, the American
College of Obstetricians and Gynecologists, and the American Med-
ical Association, to the member organizations, the AAMC, the
CMSS, and the ABMS, and to all program directors for comment.

Comments were received and discussed by the residency review
committee, and proposed changes were once again widely distrib-
uted to all program directors for comment.

In January of this year, the residency review committee prepared
a final draft of the standards to submit to the ACGME for ap-
proval. At its February meeting, the ACGME approved the stand-
ards.

Although the previous educational standard which required clini-
cal experience in family planning had been understood by the resi-
dency review committee to include education in the techniques of
abortion, this understanding had not been stated explicitly and had
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been challenged. The standard adopted in February clarified the
expectation for education.

The language of the standard clearly exempts individuals who
have a moral or religious objection to abortion, who will presum-
ably not be performing these operations during the course of their
medical career.

Likewise, institutions which offer residency education in obstet-
rics and gynecology where there is a religious, moral, or legal re-
striction are not required to change their practice. The language
has been drafted to assure that physicians who may perform this
legal procedure can learn to do so.

It is the opinion of the obstetricians serving on the residency re-
view committee for obstetrics and gynecology and the medical orga-
nizations that reviewed and approved these standards and the over
280 program directors of obstetrics and gynecology that specific
training is necessary in order to perform abortions safely and to
protect the public health.

The ACGME developed this standard to provide the least bur-
densome method to assure that physicians are well trained and the
public is well served. After the adoption of this standard, the
ACGME received comment from some members of the Catholic
Health Association to the effect that there was still a burden placed
on some institutions. In an attempt to discuss their concerns fully,
the ACGME recently met with representatives of the Catholic
Health Association.

As a result of this meeting, the ACGME has now made modifica-
tions to the language in the standard as it applies to institutions
with objections to abortions. Copies of the new standard, revised
yesterday at its regular meeting of the ACGME, have been pro-
vided to you.

According to the new language, the programs will not be required
to establish any mechanism to insure that residents have access to
abortion training at other facilities. Instead, the standard will be
that they may not impede residents in their programs who do not
have moral or religious objections to abortions from receiving such
education and experience elsewhere.

They will also be required to publicize their policy with respect
to abortion training to all applicants.

As with all of our standards and with our evaluations of resi-
dency programs, the assurance of a quality education that will best
serve the student, the resident, and the public is our goal.

Thank you very much for inviting the ACGME to provide testi-
mony at this hearing. I'll be happy to answer your questions.

[T%e prepared statement of Dr. D’Alessandri follows:]
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volunteers from these organizations resolve Cntiaugl issues concetning the training
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obstetnics and gynecology. In July 1993 at a retreot far all program directors of
obstetucs and gynecology programs natonally. discussion greups were held on
the educationai standards that included education in famuty planming. That fali the
aratt of proposed reguirements was circulated (o the Amencanr Board of Obstetnes
and Gynecology. the Amencan Coltege ot Obstetnicians and Gynecologists, and
the Amencan Medical Associatiorn., to the member organizations ot the ACGME.
and 1o all program durectors tor comment  Comments were received and
discussed by the Residency Review Commuitee, and proposed changes were once
again widely distributed 10 all program ¢irectors tor comment 10 January of this
vear the Residency Review Commuittee prepared a final dratt ot the standards 1o

subnut to the ACGME tor approval tits February meeting the ACGME approved

the standa. ds.

Although the previous educatioral standard, which required “chiical experience in
tarniyv planming. " had been understuod by the Residency Review Comnwttee io
nclude educat.anan the techiiques ot aboruon, this understanding had not been
stated explaily and was challenged. The recentlv adopted standard clanties the

expectabion 10r education

The standard provides as toltows

"Expenence with induced abuthion must be prart ot resdency traiming. except tor




residents with moral or religious objections. This educauon can be provided
outside the institution. Expernience with management of compiications of anortions
must be provided to alt residents. It a residency program has a rehigious. mord! of
legal restniction which prohibits the residents fcom performing abortions within the
institution, the program must ensure that the residents receive a satistactory
educdtion and experience managing the comphcations of aborton. Furthermore,
such residency programs must have mechanisms which ensure that residents n
their programs who do not have reiigious or morai objection receive education and

experence in performing aboction at another institution. ™

ihe language of the standard clearly exempts mdividuals who have a morai or

rehgious objection to aborvien who will presumably ant be performing these

operations. during the course of therr medical career. Likewise, insututions which

uffer residency education n obstetrcs and gyi.:cology where there 1s a religious,
moral or legal restriction are not required to change thew practice The language

has been dratted 1o assure that physicians who may pertorin this legal procecure

car learn 10 do so.

It 15 the opmion ot the obstetricians serving on the Residency Review Comnuttee
for Obstetncs and Gynecclogy and the medical organizations that reviewed and
approved these standards that specific training 1s neécessary in order to perform

abortions sately and protect the public health. The ACGME developed this
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standard 1o provide the least burdensome method to assure that physicians dre

well tramed and the pubhc 1s served

Since the adoption of this standard the ACGME has received further comments
from some members of the Catholic Health Association to the effect that there 1s
stll o burden placed on some sttutions  In an attempt to discuss therr concerns

fully the ACGME recently met with representatives of the Catholic Health

Association. As a result of this meening the ACGME 1s making furiher

modifications of the language n the standard

As with all our standards, and with our evaluations of residency programs, the
assurgnce of o Quality education that will best serve the pubhic 15 our goal. Thank
you very much tor inviting the ACGME to provide testmony at this hearing. 1 will

be happy o answer any questions you mdy have
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Chairman HOEKSTRA. Thank you.
Dr. Hannigan.

STATEMENT OF EDWARD V. HANNIGAN, M.D., DIRECTOR OF
THE DIVISION OF GYNECOLOGIC ONCOLOGY, UNIVERSITY
OF TEXAS AT GALVESTON

Dr. HaNNIGAN. Chairman Hoekstra, Mr. Sawyer, Members of the
subcommittee, my name is Edward Hannigan. I am Professor and
Vice Chairman of the Department of Obstetrics and Gynecology at
the University of Texas Medical Branch at Galveston. I am actively
involved in my university’s medical student residency education
programs. I have served as Residency Program Director.

I would like to thank this committee for allowing me to partici-
pate in this important review of recent changes made in the pro-
gram requirements for residency training in obstétrics and gyne-
cology.

After the new requirements adopted by the ACGME become ef-
fective January 1, hands-on experience with elective abortion will
be a required component of approved residence training programs.
Under current guidelines, a program may fulfill its requirement to
provide exposure to abortion by providing residents with exposure
to patients being treated for spontaneous, incomplete abortions, or
missed abortions.

The new requirements require involvement with induced abor-
tion. Although an individual trainee may invoke moral grounds to
excuse himself from participating, programs and program directors
may not. Contrary to what we have just heard as a requirement
of certification, they would be required to make such training avail-
able.

These changes in program requirements were not enacted to cor-
rect any education void. The basis of the technical skills involved
in performing an abortion, that is, the use of a suction curette to
evacuate a uterus, is a common part of current training programs.

There is no educational agenda in these changed requirements.
There is only a political agenda. The number of obstetricians and
gynecologists in the United States willing to perform an elective
abortion is declining. The causes of the so-called abortionist short-
age are multi-factorial and complex, and I would be glad to address
this issue later if asked by the committee, but I assure you lack
of curettement skills is not the cause of the shortages.

These changes in our residency training requirements were not
intended to remedy some great educational deficiency, but to try to
rehabilitate the abortionist’s image and make all resident trainees
active participants in performing elective abortions.

I repeat there is no educational agenda in these changed require-
ments. There is only an attempt to enforce attitudinal changes in
OB-GYN trainees and programs.

The political motivation is a matter of public record. In the pa-
pers referenced at the end of my written statement, the clearly
stated intention of those supporting changes in residency curricu-
lum is to attempt to disseminate abortion services and rehabilitate
the image of the abortionist. The intent openly stated is to make
sure all trainees have bloodied their hands during training in the
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hope they will lose their reluctance to make this procedure a part
of their clinical practice.

Dr. David Grimes, an official of the American College of Obstet-
rics and Gynecology, in a January 1995 address in Washington,
said, “Making abortion training a routine part of any residency will
put abortion back in the mainstream of medicine.”

We in Texas have made the decision in the mid—1970s not to in-
clude elective abortion as part of our residency curriculum. This de-
cision was based upon several factors associated with the Preg-
nancy Interruption Clinic which was running at the time.

First, the clinic was a money loser. Almost all of the expenses of
the clinic were underwritten by faculty professional income. This
faculty income was used without regard to the moral cor rns of
the individual faculty members who had generated the income.

But the second problem was more significant and involved fac-
ulty, resident and staff morale. Individuals morally opposed to per-
forming abortions were not required to participate. This led to the
ﬁerception by trainees performing abortions th!?' were carrying a

eavier clinical load than the trainees not performing abortions.
This perceived maldistribution of work became a significant morale
issue. These morale problems spilled over to nursing and clerical
personnel with strong feelings about abortions.

Because of bad feelings engendered by a program that was a fi-
nancial drain, this clinic was closed. Now, regardless of our reason,
the failure to teach the technique of elective abortion has never
been a factor in the approval of our program by an accrediting
agency.

I understand that when these changes become effective I would
never be forced to participate in the performance of an abortion,
but I am distressed that to keep my job, I would be forced to co-
operate in an educational mission that advances these objectives.
How could a pro-life physician ever become a program director if
he is required to teach this curriculum? How could any Catholic
hospital support a training program, even if its trainees went else-
where to obtain the skills? Shouldn’t program directors have free-
dom of choice to decide if a morally controversial area is included
in their program? Where does a pro-life medical student obtain
training in abortion pre-environment?

There is appropriate concern, as Mr. Sawyer indicated in his
opening remarﬁs, about this committee or any government body in-
volving itself with the content of medical education curriculum. In
almost all cases, I would agree that government should never
micromanage the educational content of a medical training pro-
gram.

But this is not an educational issue. This is a political issue, and
political solutions are appropriate. We all agree that the use of
elective abortion for the termination of a living pregnancy is one
of the most divisive issues in our society. There is no one here who
has not thought at length about the morality and ethics of elective
abortion.

I doubt that anything I say will change the views on abortion of
anyone in this room, but I can see that individuals acting in good
faith can have deeply felt polar views. Current obstetrics and gyne-
cology training rules have allowed sufficient flexibility for the
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trainees, faculty members, and program sponsors to all accommo-
date themselves to its requirements.

The new requirements are a politically inspired, coercive attempt
to change this equilibrium.

1 sincerely thank you for your attention.

[The prepared statement of Dr. Hannigan follows:]
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The University of Texas Medical Branch at Galveston

Renmarks 1o be delivered to the Subcomnuttee on Oversight and
Investigations on June 13, 1995 by Edward V. Hanongan, ALD.

Charrman Hockstra, Members of the Subcommttce, and staff:

My name is Edward Hanmigan. 1| am a Professor and Vice Chairman
for Clinical Affairs of the Department of Obstetrics and Gynecolugy at
the University of Texas Medical Branch at Galveston. At my
university 1 am actively involved in both our medical student and
residency education programs. | have served as Residency Program
Director. 1 would like to thank this committee for allowing me to
participate i this imporstant review of recent changes made m the
Program Requirements For Reswdenes Tramng in Obstetries and
Gynecology (1)

The Residency Review Committee tor Obstetries-Gynecology has
recently redratted the document outhning requirements for an
approved residency traming program in Obstetines and Gynecology .
Ihese changes have sigmbeantly expanded the required scope of

trammine and the degree ot resident imvolvement i mduced abortion.
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In February. these requirements were adopted by the Accereditanon

* Council for Graduate Medical Education ¢ACGME) tor use in evaluaimg
and accrediting residency program: in my specialty. These Program

Requirements become effective January 1, 1996,

After that tme, “hands on” experience with elective abortion will be
a required component of an approved residency trmning program In
obstetrics and gynecology. Uader current guidelines, a program may
tulfill its requirement o provide exposure to abortion by providing

residents with exposure to patients bemg treated for spontancous
meomplete abortions or missed abortions.  The new requirements
require anvolvement with induced abortion.  Although an individual
traince may invoke moral grounds to cxcuse himself from
participating, no approved program, or program director, may excuse
themselves.  As a requirement of certification, they are required to
make such training available.

These changes in Program Requirements were not enacted tu correct
an educational void.  As noted carlier. the basis of the technical skills
involved in performing an abortion, re.. the use of a suction curette
1o evacuate a pregnant uterus, is @ common part of current trammng
programs vsed to treat women with spontancous abortions,
Untortunately, exposure to women with complications of induced
abortion is also common. There is no educational agenda in
these changed requirements; there is only a political
apgenda.

The nuntber of obstetricians gyvnecologists n the United  States

willing to perform an elective abortion 1s dechning.  The existance of

this  “abartomst-shortage” 15 acknowledged by individuals
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regardless of therr views on the role of clevtive abortion in our
soctety.  Indeed. in my part cof the country. the shortage of
aborttomists 1s beginning o hinut availability of services. The causes
of the “abortionist-shortage™ are multifactoral and complex, and 1
would be glad to address this issue later if asked by the commitiee.
But, I assure you. lack of “currettement skills® is not the cause of this
shortage.  Changes in our residency training requirements were not
intended to remedy some great educational deficiency, but to try to
rehabilitate the abortionist’s tmage and to make all resident trainees
active participants in the preforming an clective abortion. 1 repeat.
there 18 no educational agenda in these changed requirements: there
1s only a pohucal agenda

The political motivation behind teese changes is a matter of public
record. In the appended references (2.3,4), the clearly stated
intention of those supporting changes in the residency curriculum is
to attempt to disseminate abortion services and rehabilitate the
image of the abortionist. The mandate that a resident trainec
participate 1n clective abortions, and in most programs the
requirement to actually preform elective abortions, 18 not intended to
broaden the resident's surgical skills, but rather to make the resident
a participant in the aboruon process.  The intent, openly stated, is to
make sure all trainces have bloodied their hands during training, in
the hope that they will lose their reluctance to make this procedure a
part of their clinical practice.

Fo further exanune the clasm that resident trainces are inadequately
prepared for the surgical aspects ot the abortion procedure, consider
the paradovical proposals that abortion services be provided by mid

tevel providers, tew physictan assistants or certified nurse
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practiioners 3. You cant have it both wass, One can’t argue that
the procedure 1s so sophistivated that additional surgwead traming s
required for spevialist physicans, but the procedure can be casily
preformed by mid level providers. I agree that there is a learning
curve to the safe performance of a suction curettage on a woman
with a viable intact pregnancy. but these curcttage skills are rapidly
acquired, and current traung programs provide a solid basis for
these surgical procedures.

There is appropriate concern about this committee, or any
government budy, mvolving nself with the content of a medicat
cducation curriculun. I almost all cases 1 would agree that the
government should never micromanage cducational content of
medical traimng programs.  But this ts not an educational issue: this
ts a political issue and political solutions are absolutely appropriate.

My concerns are both personal and global. t am a faculty
member of a residency training program.  Qur program made a
decision in the nud 1970°s not to teach elective abortion as part of
our curriculum.  This decision was based on econonue rather than
moral issues.  Regardless of our reason, the failure to teach the
technique of elective abortion has never been a factor in the
approval of our program by an accrediting agency. b ounderstand that
if the proposcd changes become effective. 1 would never be foreed to
participate i the performance of abortion; but I am distressed that,
1o keep my current job, 1 would be forced to cooperate in an
cducational mussion that espouses these objectives. To me. a "non-
combatant” working to advance amoral objectives bears sigmificant

culpabihty.  How could a pro-hife physicran ever become i Program

Director it requured to teach this curriculum?  How could any Catholic
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hospual support such a triining program, even 1l s tranees went
chewhere 1o obtain the <hitts?  Shouldn’t program directors have
freedom of choice to decide 1f a morally controversial area 15
included in their program?”  Where does a pro life medical student
obtain training m an abortion free environment?

I am also concerned about the future direction of a specialty 1 love.,
Almost all of us who entered obstetrics and gynecology did so in a
sense of awe involving the birth process.  We are a self selected
group.  The new requirements may fundamentatly  change the was
our specialty will be siewed by medical students making career
choices  Whether consciously or subconsciousty, pro life students will
climinate this as a carcer option carly in their traming.  They will
recognize that they can never be an abortionist, preform_an abortion
in training, or wish to be associated with a program heavily involved
in terminating pregnancies.  The will simply enter some other
specialty. This change in residency requirements witl effect the
fundamental nature of our specialty.

We all agree that the use of elective abortion for terminauon of

living pregnancy 1« one of the most divisive 1ssues in our society.

There is no one here who hasn’t thought at wength about the morality

and cthics of clectve abortion. | concede that individuals, acting in
good faith. can have deeply felt polar views.  Current obstetrics and
gynecology tramming rules have allowed sufficient flexibility <o that
tramnees. faculty members, and program sponsors can all
accommodate themiselves 1o ats requirements. e new
requirements are a pohticatly nspired coeraive attempt - push s
equilibnium to the left.
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b osincerely thank you tor vou attention
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Chairman HOEKSTRA. Thank you.
Dr. Ling.

STATEMENT OF FRANK W. LING, M.D., FELLOW, AMERICAN
COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS

Dr. LING. Good afternoon. I am Frank W. Ling, a practicing ob-
stetrician-gynecologist, and I am pleased to testify on behalf of the
American College of Obstetricians and Gynecologists. I am also
Professor and Chairman of the Department of Obstetrics and Gyne-
cology at the University of Tennessee, Memphis.

As an organization committed to assuring that women’s health
care meets the highest standard, ACOG supports the ACGME
abortion training requirement. Abortions are a legal medical proce-
dure, and the safety of the patient is our paramount concern.
Training in induced abortion is necessary to prepare doctors for a
variety of complications in situations that will arise in their career.
This training is a benefit whether or not abortions are performed
as a part of their practice.

For example, having knowledge of abortion techniques allows the
physician to answer questions his or her patient may raise and pro-
vide better counseling. Furthermore, while training the manage-
ment of complications of abortion is critical, it cannot replace train-
ing in induced abortion. Every day in the real world doctors are
faced with complicated procedures. The outcomes are often the dif-
ference between life or death, depending on the experience and
training of that physician.

Some real world examples may demonstrate my point. For exam-
ple, an 18 year old girl in rural America with cystic fibrosis in her
second trimester of pregnancy; due to her cystic fibrosis, she suffers
acute respiratory compromise and termination of the pregnancy is
necessary to save her life. There 1s only one physician who is ade-
quately trained to perform this procedure within a 100 mile radius.

As a second example, a 25 year old woman who suffers massive
internal injuries in a car accident that has resulted in the death
of her 18 to 20 week fetus. She arrives in the emergency roorn, and
the OB-GYN on call has riot been trained in ebortion. The delay
while searching for a physician trained in various techniques could
result in significant deterioration of the woman’s health and pos-
sibly death.

A third example, the woman who receives her first prenatal care
visit at 18 to 20 weeks of pregnancy. Her ultrasound reveals that
the fetus has anencephaly, the incomplete formation of the brain
and head that is incompatible with life. After making the wrench-
ing decision to abort her fetus, there is no doctor within 250 miles
who is able to perform the absrtion. She must wait at least a week
for the surgery if she can arrange transportation to the provider
who can do the procedure.

These are just three specific scenarios that one of my colleagues
faced in just the last year. From these examples, you can imagine
the large numbers of dilemmas women face that OB-GYNs must
address on a national level.

Lack of training in induced abortion in any of these situations
could result in very serious medical consequences for women who
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rely on OB-GYNs to provide skilled treatment, treatment that
may, in fact, save their lives.

You have heard about the ACGME requirements. I would like to
emphasize three points.

Number one, the requirements have undergone serious scrutiny
from physicians experienced in medical education who have in
their Eest medical judgment found abortion training to be appro-
priate and necessary for OB-GYN residents. Not only were these
discussions part of the ACGME process, but the requirements were
also discussed in the ACOG forums throughout and around the
country.

Point number two, continuing negotiations to improve the lan-
guage are ongoing, and we have the results of those today. ACOG
is supportive of these efforts and believes that they offer the best
opportunity for resolution in recognizing individual and institu-
tional concerns on this very volatile issue.

Number three, congressional override of the ACGME require-
ments would represent an unprecedented involvement in the pri-
vate educationaF accreditation process. Never before has an over-
ride of any educational standards been proposed. The consequences
of such intrusion are not insignificant. Quite frankly, Congress is
simply not equipped to make decisions about what is or is not ap-
propriate medicaf care and training any more than I am qualifiad
to dictate the rules of this committee.

I urge the committee to reject any such proposal. Notwithstand-
ing the importance of adequate training in abortion techniques,
ACOG believes that physicians must retain the right to make
choices about their own practice. Many well respected leaders in

the college, like Dr. Elkins and others, have chosen not to perform
abortions because of their own personal views. Accordingly, we sup-
port the ACGME provisions that exempt residents and institutions
who oppose the training on moral, legal, or religious grounds.
However, it is ACOG's position that apEropriate exposure to and

training in abortion techniques must be the rule, while exemptions
for those who choose not to participate must be the exception.

I appreciate the opportunity to testify today, and I will be happy
to answer any questions committee members may have.

{The prepared statement of Dr. Ling follows:]
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AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS

Good afternoon, I am Frank W. Ling. MD, a practicing obstetrician-gynecologist and

meessor‘ and Chairman of the Department of Obstetrics and Gynccology at the

University of Tennessee, Memphis. On behalf of the American College of Obstetricians
and Gynecologists (ACOG). I am pleased to testify in support of the Accreditation
Council on Graduate Medical Education (ACGME) abortion training requirements for
residents in obstetrics and gynecology. ACOG is a national organization representing
more than 35,000 physicians dedicated to improving women's health care. Iam a Fellow
of ACOG and have worked on educational issues as a member on its Committee on
Scientific Program, the Committee on Annual Clinical Meeting, and its Primary
Care/Preventive Health Task Force. Currently, T am Chair of the Tennessee Section of
ACOG. I also am a Council Member of the Council on Residency Education in

Qbstetrics and Gynecology (CREOG).

As au organization committed to assuring that women’s health can: meets the highest
standard of medical care, ACOG supports the recently approved ACGME requirements
proposed by its Residency Review Committee (RRC) on Obstetrics and Gynecology,
including the requirements for training in induced abortion, except for those residents
and institutions with religious, moral, or legal objections to abortion. We believe ob-

gyns need to be well-trained in all aspects of women's health.

Abortions are a legal. medical procedure and the safety of the patient is our paramount
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concern. Physicians need to be trained and prepared to handle a variety of complications

and situations related to abortions, whether or not they personally preform them.

Having knowledge of abortion techniques allows a physician to answer questions his or
her patient may raise. The answer to these questions may discourage a woman from
having an abortion, or she may seek care from another provider, but she is entitled to

the information to make an informed decision about her options and ob-gyns who

women rely on for care need to be trained in how to provide counseling and information

related to abortion.

Furthermore, while training in the management of complications of abortion is critical.
it cannot serve as replacement for training in induced abortion. Changes that occur in
a pregnant uterus present a more complicated situation for a doctor to manage. The
technique and procedure of induced abortion is different and more complicated than a
routine D and C or evacuating a uterus that has undergone a spontancous abortion or a
missed abortion. Every day. in the real world. doctors are faced with complicated
procedures with the outcomes often being life or death, depending on the experience and
training of that physician. Some of these real world scenarios include:
L4 an cighteen-year-old girl in rural America with cystic fibrosis in her second
trimester of pregnancy. Duc to her cystic fibrosis, she suffers acute respiratory
compromise and termination of the pregnancy is necessary to save her life. There

is only onc physician who is adcquately trained to perform this procedure within




an one-hundred-mile radius.
= twenty-five-year-old woman who suffers massive internal injuries in a car
accident that has resulted in the death of her twenty-three-week fetus. She arrives
in the emergency room and the ob-gyn on call has not been trained in abortion.
The delay while searching for a physician trained in various techniques of late
trimester abortion could result in significant deterioration of the woman's health
and, possibly, death.
the woman who receives her first prenatal care visit at eighteen to twenty weeks
of pregnancy. Her ultrasound reveals that the fetus has anencephaly -- the
incomplete formation of the brain and head that is incompatible with life. After
making the wrenching decision to abort her fetus, there is no doctor within two
hundred and fifty miles who is able to perform the abortion, and she must wait
a week for the surgery, if she can arrange transportation.
These are just three scenarios that any one of my colleagues may face in one year. Lack
of training in induced abortion in any of these situations could result in very serious
medical consequences for women who rely on ob-gyns to provide skilled treatment --

treatment that may in fact save their lives.

The ACGME requirements for residency programs in obstetrics and gynecology have

been developed with the recognition that residents must reccive training in the full range
of health services available to women, including training in induced abortion. The exact

language of the requircments reads.
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Experience with induced abortion must be a part of residency education
except for residents with moral or religious objections. This education
can be provided outside the institution. Experience with management of
complications for abortion must be provided to all residents. If a
residency program has a religious, moral, or legal restriction which
prohibits the residents from performing abortions within the institution.
the program must ensure that the residents receive a satisfactory education
and experience managing complications of abortion. Furthermore, such
residency programs must have mechanisms which ensure that residents in
their program who do not have religious or moral objections receive

education and experience in performing abortions at another institution.

These requirements have undergone serious scrutiny from many respected physicians
experienced in medical education who have, in their best medical judgment, found

abortion training to be appropriate and necessary for ob-gyn residents. They were

presented at multiple Council on Residency Education in Obstetrics and Gynecology

(CREOG) program director meetings, numerous local ACOG meetings. and several
ACOG Exccutive Board meetings. As the ACGME has testified, the revised training
requirements were subject to a year of intense cxternal review and public comment,
during which all views werc taken into consideration. The requirements were finalized

in February, 19¢5.4nd are scheduled to go into effect in. January. 1996,




PAFullToxt Provided by ERIC

41

Recognizing that there still remains legitimate concerns and questions about ponions of
the requirements from several institutions. it is appropriate for further discussions to take
place between the accrediting body and those concerned institutions. ACOG supports
those efforts and understands progress is being made. Clearly, all those directly
involved in developing and implementing these requirements must work together to
ensure that residency training is not compromised by controversy over this issue.

However, ACOG does feel strongly that this process must remain free of legislative
intrusion.  Congressional override of the ACGME requirements would represent an
unprecedented involvement in the private educational accreditation process.  Never
before has an override of educational standards been proposed and such a proposal
represents an unwarranted intrusion into the ability of the medical profession to determine
the appropriate level of training and education required for the practice of medicine. The
implications of such an override arc not insignificant. Congress is simpl)" not equipped
to make decisions about what is or is not appropriate medical care and training. and I

urge this Committee 10 reject ay such proposal.

Notwithstanding the importance of adequate training in abortion technique, ACOG

believes that physicians must retain the right to make choices about their own practice.

Many well-respected leaders in the Coliege have chosen not to perform abortions because

of their own personal views. Accordingly, we support the ACGME provisions that
exempt from training those residents and institutions who oppose the training on moral.

legal. or religious grounds. However, it is ACOG's position that appropriate training
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in abortion techniques must be the standard of education, while exemptions for those

individuals and institutions whd choose not to participate must be the exception.

In conclusion, ACOG and the ACGME as well as other medical institutions and
organizations. are bound to ensuring that physicians have the education necessary to
perform their duties as a physician, including the medical procedure of abortion. For
these reasons, ACOG believes that the ACGME requirements on abortion training must
be retained as long as abortion is a legal medical procedure in this country. I urge the
Committee to reject any legislative attempts to override these requirements. Thank you
for the opportunity to testify today. I would be happy to answer any questions

Committee members may have.
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Chairman HOEKSTRA. Thank you.
Dr. Levatino.

STATEMENT OF ANTHONY LEVATINO, M.D., J.D., ASSISTANT
CLINICAL PROFESSOR, ALBANY MEDICAL CENTER OF OB-
STETRICS AND GYNOCOLOGY

Dr. LEVATINO. Members of the committee, thank you for the op-
portunity to speak to you today concerning the recent adoption of
new training guidelines by ACGME, the Accreditation Council of
Graduate Medical Education.

My name is Anthony Paul Levatino. I graduated from Albany
Medical College in Albany, New York, in 1976, and completed a
four-year residency in obstetrics and gynecology in 1980. During
those four years, I learned to perform first and second trimester
abortions.

I entered private practice in 1980 and regularly performed abor-
tions on patients who were up to 20 weeks pregnant. I stopped per-
forming all abortions in 1985 and continued my private practice.

In 1993, I graduated from Albany Law School. Currently I am an
Assistant Clinical Professor of Obstetrics and Gynecology at Albany
Medical College, where I serve on the faculty. I am also of counsel
to a Troy, New York, law firm which dedicates the majority of its
efforts to medical malpractice defense of physicians and hospitals.

ACGME’s mission is to identify and institute appropriate guide-
lines and oversight to insure quality resident medical education in
approximately 26 medical specialties. Its highest and most noble
purpose is to assure the public that residency program graduates
possess the skills necessary to competently care for their patients,
thereby enhancing public health and safety. Patient safety is clear-
ly the primary goal.

When ACGME's mission is evaluated in this light, the new ob-
stetric residency training guideline which mandates training in
elective abortions makes no sense whatsoever. As I look at this par-
ticular new regulation and examine published statements made by
members of ACGME and other proponents of this particular guide-
line, it is patently obvious to me that the only real purpose it
serves is to attempt to increase the number of agortionists, a goal
totally outside of ACGME'’s competence and concern.

No one questions that obstetricians who do perform abortions
must be fu%ly trained to perform them safely and effectively. Yet
I have seen no evidence whatsoever that these guidelines were for-
mulated in response to a documented increase in the number or se-
verity of complications secondary to elective or induced abortions
resulting from a lack of appropriate training of obstetrician-gyne-
cologists.

In the April 15, 1995, issue of OB-~GYN News, Dr. William An-
drews, President of the American College of Obstetricians and Gyn-
ecologists, admitted that “the abortion training requirement was
inserted in response to a perceived need,” a perception that there
is a shortage of physicians trained to do abortions. That perception,
I submit, is faulty.

A major goal of most of the revised guidelines was to increase the
amount of training obstetrical residents receive in primary care.
The revisions taken as a whole serve that purpose well, but in
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making abortion training mandatory, ACGME drafted a require-
ment which is expressly coercive in the case of institutions, many
of which have longstanding prohibitions against performing or fa-
cilitating the performance of abortion.

By their nature, this guideline will also serve, in my opinion, to
coerce individuals as well. Abortion is very different from all other
medical procedures. The Supreme Court acknowledged this in Har-
ris v. McRae in 1980. Only in the active abortion is a living, grow-
ing, health human being deliberately destroyed, yet these new
guidelines mandate that experience with induced abortion must be
part of the training of every OB-~GYN resident. The sole exemption
is for residents with moral or religious objections to abortion.

Private hospitals, even those with a religious affiliation, are not
exempt. Obviously these comments were prepared before this revi-
sion.

Those institutions that are not willing or able to train residents
to do abortions on site must insure that residents who have no ob-
jection are trained elsewhere. The penalty for noncompliance is loss
of accreditation.

In promulgating such a requirement, the ACGME not only has
the unusual distinction of being both anti-life and anti-choice at the
same time, but has also mandated a requirement which flies in the
face of both Federal law and the laws of a vast majority of States.
Forty-one States currently confirm an express statutory right upon
private hospitals to refuse to participate in abortions. Two other
States, New York and West Virginia, confer such a right upon per-
sons, a broader term that likely includes hospitals.

Thirty-three States have civil liability and/or disciplinary or
other retaliatory action against private hospitals based on their re-
fusal to perforrmn abortions. These figures make clear that this
ACGME guideline would conflict with explicit statutory safeguards
in the vast majority of States.

These figures are actually conservative because they do not take
into account those jurisdictions that may bar discriminatory treat-
ment of hospitals that refuse to perform abortions on jurispru-
dential or constitutional grounds.

That ACGME'’s program requirements would permit abortions off
site does not cure the defect or make them any less coercive. In at
least 25 States, the relevant statutory language on its face is either
plainly or arguably broad enough to exempt hospitals from indirect
participation in abortions.

Federal law is also implicated. The Religious Freedom Restora-
tion Act of 1993 prohibits Federal and State governments from sub-
stantially burdening the free exercise of religion unless the State
can demonstrate that the law furthers a compelling governmental
interest and is the least restrictive means of furthering that inter-
est.

This would include State licensing and accrediting agencies, as
well as entities to which licensing and accrediting functions are
delegated by the State.

As the majority of States permit private hospitals to refuse to
participate in abortions, it would be very difficult to successfully
argue that the ACGME guidelines further a compelling govern-
mental interest or do so by the least restrictive means. A case in
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which a religious hospital was required to provide abortions was
repeatedly cited in congressional testimony that led to the enact-
ment of the Religious Freedom Restoration Act in the first place.
Forcing religious hospitals to participate in abortions is precisely
one situation the RFRA was intended to prevent.

It is my understanding that Congressman Hoekstra is consider-
ing the introduction of legislation designed to protect individuals
and programs from discrimination based on a refusal to be trained,
train, or arrange for training in the performance of abortions. In
my opinion, such legislation is urgently needed.

Despite the consensus on policy of the vast majority of States,
the kind of discrimination through accreditation standards that re-
sults from the ACGME abortion training requirement may well fall
between the cracks of the law and not be effectively countered by
existing laws for a number of reasons.

First, not all States have protective laws.

Two, not all laws protect residency programs, as well as individ-
uals.

Three, not all laws protect against being forced to arrange abor-
tion training at another physical location.

Four, there is not a consensus in the case law as to whether
ACGME’s own actions can be seen as State action. Consequently,
some conscience clauses would not directly protect against ACGME
requirements.

Five, there is very little case law clarifying the meaning and
breadth of State conscience clause laws. So their application to the
situation is uncertain.

In conclusion, this particular ACGME policy poses a new and in-
sidious problem in governmental discrimination. Under the guise of
educational accreditation standards, it imposes an ideological policy
which State and Federal governments would then, however unwit-
tingly, enforce by their traditional reliance on this organization for
licensure and eligibility for Federal assistance. It is a new national
problem that deserves Federal scrutiny and action.

Thank you.

[The prepared statement of Dr. Levatino follows:]
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Anthony P. Levatino, M.D., J.D.

t.adies and gentlemen, thank vou for the opportunity to speak
to you today concerning the recent adoption of new training
guidelines by the ACGME (Accreditation Council of Graduate
Medical Education). My name is Anthony Paul Levatino. I
graduated from Albany Medical College in Albany, New York in 1976
and completed a four-year residency in obstetrics and gynecology
wn 1980. During those four years 1 learned to perform first and
second trimester abortions. I entered private practice in 1980
and regularly performed abortions on patients who were up to
twenty weeks pregnant. 1 stopped performing all abortions in
1985 and continued my practice. In 1993, I graduated from Albany
Law 8chool ir the top two percent of my class. Currently, I am
an assistant clinical professor of obstetrics and gynecology at
Albany Medical College where I serve on the faculty. I am also
of counse! to a Troy, New York law firm which dedicates the
majority of its efforts to medical malpractice defense of

physicians and hospitals.

ACGME's misgion is to identify and institute appropriate

guidelines and oversight to ensure quality resident medical
education in approximately twenty-six medical specialties. t's
highest and most noble purpose is to assure the public that
residency program graduates pcssess the skills necessary to
competently care for their patients thereby enhancing public
health and safaty. Patient safety is clearly the primary goal.
When ACOME's mission is evaluated in this light, the new

obstetric residency training guirdelines which mandate training in
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elective abortion make no sense whatsoever.
As ! look at this particular new regulation and examine

published statements made by menbers of ACGME and other

proponents of this particular gui&iline, it is patently obvious

to me that the only real purpose it serves is to attempt to

increase the number of abortionists - a goal togally outside of
ACGME's competence and concern. No one questions that
obstetricians who do perform abortions must be fully trained to
perform them safely and effectively. Yet, I have seen NO
evidence whatsoever that these guidelines were formulated in
response to a documented ircrease in tho number or severity of
cemplications secondary to elective or induced abortion resulting
from a lack of appropriate training of obstetrician-
gynecologists. In the April 15, 1995 issue of Ob-Gyn News, Dr.
William C. Andrews, president of the American College of
Obstetricians and Gynecologists, admitted that "the abortion
training requirement was :nserted :n response to a perceived
need" - a perception that there is a shortage of physicians

trained to do abortions. That perception, I submit, is faulty.

A major goal of most of the revised guidelines was to
increase the amount of training obstetric.! residents receive 1in
primary care. The revisions taken as a whole serve this purpose
wel!l but in making abortion training mandatory, ACGME drafted a
requirement which is expressly coercive in the case of

insti1tutions, many of which have longstanding prohibitions




against performing or facilitating the performance of abortions.
By their nature, this guideline will also serve. in my opinion,

to coerce individuals as well.

Abortion ia very different from all other medical

procedures. The Supreme Court acknowledged this in Harrisg v.

McRie in 1980. Only in the act of abortion is a living, growing,
healthy human being deliberately destroyed. Yet, these new
guidelines mandate that experience with induced abortion must be
part of the training of every Ob-Gyn resident. The sole
exemption is for residents with moral! or religious objections to
abortion. Private hospitals, even those with religious
atfiliations, are not exempt. Those institutions that are not
willing or able to train residents to do abortions on site must
ensure thxt residents who have no objection are trained
elsewhere. The penalty for noncompliance is loss of

accreditation.

In promulgating such a regquirement, the ACGME not only has
the unusual distinction of being boih anti-life and anti-choice
at the same time but has also mandated a requirement which flies
in the face of beth federal law and the laws of a vast majoric
of states. Forty-one states currently confer an express
statutory right upon private hospitals to refuse to participate
in abortions. Two other states (New York and West Virg:n:a)
confer such a right upon "persons™ - a broader terr that l:ikely

includes hospitals. Thirty-three states bar civil liability
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and/or disciplinary or other retaliatory action against private
hospitals based on their refusal to perform abortions. These
figures make clear that this ACGME's guideline would cenflict
with explicit statutory safeguards in the vast majority of
states. These figures are actually conservative because they dc
not take into account those jurisdicticns that may bar
discriminatory treatment of hospitals that refuse to perform

abortions on jurisprudential cor coastitutional grounds.

That ACGME's program requiremerts would permit abortions
off-site dces not cure the defect or make them any less coercive.
In at least twenty-five states, the relevant statutory language
on its face is either plainly or arguably broad enough to exempt

hospitals from indirect part:cipation in abortions.

Federal law is also implicated. The Religious Freedem
Restoration Act of 1993 prohib:ts federal and state governments
form substantially burdening the free exercise of religion unless
the Staie can demornstrate that the law furthers a conpelling

goverrmental interest and is the least restrictive means of

furthering that interest. This would include state licensing and

accrediting agencies 2s well as entities to whickh licensing and
2ccrediting functions are delegated by the state. As th
majority of states permit private hospitals to refuse to
participate ir abortions, it would be very difficult to
successfully argue that the ACGME guidelines further a compelling

goveramental interest or do so by the least restrictive means. A
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case in which a religious hospital was required to provide
akortions was repeatedly cited in Congressional testimony that
led to the enactment of The Religious Freedom Restoration Act in

the first instance. Porcing religious hospitals to participate

in abortions is precisely one situztion the RFRA was intended to

prevent.

It is my understanding that Congressman Hoekstra 1is
considering the introduction of legislation designed to protect
individuals and programs from discrimination based on a refusal
to be trained, train or arrange for training in the performance
of abortions. In my opinion, such legislation is urgently
needed. Despite the consensus on policy of the vast majority of
states, the kiné of discrimination through accreditation
standards that results from the ACGME azbortion training
requirement may Well £all between the cracks of the law and not
be effect:vely countered by existing lz2ws for a number of
reasons.

1) Not all states have protective laws.

2) Not all lauws protect res:dency programs as well as
radividuals.

3) Not all laws protect agzinst being forced to arrange
abortion training 2t other physical locat:ions.

4) There is not a consensus in the cass law as to whether
ACGME's own actions can be seen as “state actiorn”.
Conseguently, zome conscience clauses would not
directly protect agains*t ACOME requirements.

There is very little case law clarifying the meaning
and breadth of state conscience clause laws, so their
application to this sitvation is uncertain,




51

In cornclusion, this particular ACGME policy poses a
insidious problem in governmental discrimination. Under

guise of educational accreditation standards, it *mposes ar

ideological policy which state and federal governments would then

{however unwittingly) enforce by their traditional raliance on
this organization for licensure and eligibility for federal
assistance. It is a new nationa! problem that deserves federal

scrutiny arnd action.
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Chairman HOEKSTRA. Thank you.
Dr. Smith.

STATEMENT OF PAMELA SMITH, M.D., DIRECTOR OF MEDICAL
EDUCATION, MT. SINAI MEDICAL CENTER

Dr. SMITH. Thank you.

My name is Dr. Pamela Smith, and I am the President Elect of
the American Association of Pro-Life Obstetricians and Gyne-
cologists. It is this organization that I am officially represeating
today, but I also happen to be Director of Medical Education in the
Department of Obstetrics and Gynecology in Mt. Sinai Hospital in
Chicago, Illinois.

The recent ACGME ruling which mandates that all obstetrics
and gynecology training programs provide abortion training for
residents has nothing to do with education. It represents a brazen
attempt by politically isolated leaders in organized medicine, in co-
operation with the National Abortion Federation, to coerce individ-
uals and institutions that are morally opposed to abortion into be-
coming intimately associated with abortion providers.

This ruling also promotes the false premise that all physicians
within our society support abortion on demand as national policy
when, in fact, there is both moral and medical division within the
medical profession of the validity of such a practice.

The Supreme Court decision of Roe v. Wade has perhaps inad-
vertently created an environment in America where two stark
human realities are competing against each other resulting in radi-
cally different health care agendas for complex medical-social prob- .
lems. Indeed, it is the pitting of the needs of the mother against
those of her unborn chif)d that accounts for the continued divisive-
ness of the practice of abortion within our country at large, but per-
haps more importantly, within the practice of the specialty of ob-
stetrics and gynecology.

Although this fundamental conflict is painfully obvious, the pro-
posed ACGME mandate completely ignores it, complaining instead
that it is a lack of education and training that is responsible for
a perceived need for abortion providers.

othing could be further from the truth. Mandated abortion
tiaining will not teach a single OB-GYN resident anything new.
The surgical techniques that are utilized in the treatment of still-
births and miscarriages are identical to the ones performed in elec-
tive abortions. The major difference is that abortion involves per-
forming these procedures on a patient whose baby is still heaFthy
and very much alive.

What mandated abortion training will succeed in doing, however,
is to open the floodgates for pro-abortinn propaganda campaigns to
descend upon every residency training program in America, and al-
though the mandate was for OB-GYN programs alone, family prac-
tice programs have been targeted and similarly inundated as well.

Mandated abortion training is not needed in order for those who
support unrestricted abortion access to have opportunities to pro-
vide this type of training for those who desire it. Eighty-nine per-
cent of current training programs offer optional experience with
first trimester procedures, and 82 percent offer the same optional
experience for second trimester. '

1 Y})
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Moonlighting opportunities currently exist for those residerts
who want to supplement their income by providing abortion serv-
ices, and electives and fellowships can easily be developed to pro-
vide experiences for residents and fellows who desire further train-
ing, as well.

The nonrepresentative nature that characterizes the leadership
in organized medicine, especially that in obstetrics and gynecology,
coupled with the longstanding practice of actively discriminating
against those with different philosophies is legendary and acknowl-
edged in both the academic and community-based clinical practices
of our specialty.

Although the members of the ACGME asserted they consulted
the program directors in this initiative, as a member of the Asso-
ciation of Professors of Gynecology and Obstetrics who was present
at the July 1992 retreat when the representatives of Region IV
voted overwhelmingly to reject this proposal and to leave guidelines
for abortion training as they currently existed intact, I can assure
you that program director meetings are not exercises of representa-
tive democracy, but that of academic dictatorships. In fact, the rec-
ognition of this political reality is what led to the inclusion of the
mandated abortion question in the nationwide survey that was con-
ducted by my organization in the first place.

When the 37,000 OB-GYNs in this country were asked, 59 per-
cent voted against mandated abortion training. The ACOG has
gone on record as endorsing abortion as a part of national health
insurance, although 55 percent of the OB-GYN community is
against tax dollars being used for this purpose. -

States whose citizens chose to pass pro-life legislation have been
economically boycotted by the ACOG board, although 61 percent of
OB-GYNs stated that ACOG should maintain either a neutral or
pro-life position oh the abortion issue.

It is also my understanding that the Medical Ethics Committee
of the ACOG recommended that this proposal not be adopted as it
clearly violates the moral conscience o?institutions.

Furthermore, this policy violates ACOG’s own policy statement
on abortion which begins by stating, “The abortion debate in this
country is marked by serious moral pluralism. Different positions
in the debate represent different but important values. The diver-
sity of beliefs should be respected.”

How can ACOG claim truly to believe in its own policy when an
institution which has moral opposition to abortion must make ar-
rangements with and provide malpractice insurance for every resi-
dent who desires training in an abortion clinic?

From a pro-life perspective, this is like sending a pre-born infant
to a concentration camF, but then proclaiming you are innocent be-
cause you were just following orders and did not do the procedure
yourself. :

Although the leaders in academic OB-GYN are reticent to listen
to or consult with the clinicians in this country who practice their
trade, they readily receive and act on input given to them by rep-
resentatives and supporters of the abortion industry.

In a 1992 article published in Obstetrics and Gynecology, Dr.
David Grimes, in consultation with il.c National Abortion Federa-
tion, argues that abortion needs to be mainstreamed into all resi-

9] .{
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dency training programs and incentives devised to encourage doc-
tors to do something that many of us find distasteful. He ends the
article with a quote from another similarly minded physician who
declares, “The medical profession must be educated to the fact that
abortion is no longer a favor to bestow, but rather an obligation to
perform.”

It is no coincidence that within three years, the ACGME decided
in the name of education to make the provision of abortion training
mandated for all programs.

Finally, I would be remiss if I did not mention that there are
negative medical consequences that are frequently suffered by
women who submit themselves for abortion procedures. Physicians
who categorically state that abortion is fundamental to comprehen-
sive care for women, reproductive health, and economic freedom
are apparently unaware of a statistical association between breast
cancer and zabortion.

Since this topic is not covered in the OB-GYN scientific lit-
erature, this may explain their ignorance, and clearly there would
be no need for organizations such as Women Exploited by Abortion
if post-abortion syndrome were not a reality.

In summary, the ACGME mandate has nothing to do with edu-
cation. Every single obstetrician-gynecologist in this country knows
how to do an abortion. The problem for abortion advocates is that
most ghysicians refuse to use their skills in this form of service,
and that this includes physicians who support the decriminaliza-
tion of abortion.

This mandate has the clear purpose of mainstreaming abortion
practice within the medical community and presenting to the
American public the totally false impression that all physicians be-
lieve that abortion is just another medical procedure, when clearly
it is not.

If ACGME is truly interested ‘n providing educational opportuni-
ties for residents who desire abortion training, they should attempt
to mobilize the 47 percent of the OB-GYN community that stated
in the nationwide survey that they would support abortion as a
measure of fertility control and confine their educational activities
to institutions.that share their moral values. They should not be
allowed to use the power of accreditation, as Dr. David Grimes sug-
gests, as an incentive to encourage doctors to do something that
many of us find distasteful.

Thank you.

[The prepared statement of Dr. Smith follows:]
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Summary of Testimony by Dr. Pamela Smith
House Education Subcommittee on Oversight and Investigations
June 14, 1995

The recent ruling by the Accreditatior Council for

Graduate Medical Education (ACGME) which mandates that all

Ob/Gyn training programs provide abortion training for

residents has nothing to do with education. Rather, it

represents a brazen attempt by politically isolated leaders

S in organized medicine, in cocoperation with the National
- Abortion Federation, to coerce individuals and institutions

morally opposed to abortion to become intimately associated
with abortion providers. The ruling promotes the false
- notion that all physicians within our society support a
. national policy of abortion on demand. in fact, there is
both moral and medical divisiorn within the medical
profession, and especially within the practice of the
specialty of obstetrics and gynecology, as to the validity
of this practice.

[ The ACGME mandate claims that it is a lack of education
N and training that is responsible for a perceived need for
abortion providers. Nothing could be further from the
truth. Mandated abortion training will not teach a single
ob/gyn resident anything new. The surgical techniques that
are utilized in the treatment of stillbirths and

miscarriages are identical to the ones performed in elective
abortions. The major difference is that abortion involves
JRE performing these procedures on a patient whose baby is still
’ very much alive and healthy. ° What mandated aportion
training will succeed in doing, however, is to open the
floodgates for proabortion propaganda campaigns to descend
upon every ob/gyn residency training program in America.

Family practice programs have been targeted as well.
when 37,000 ob/gyns nationwide were surveyed, 59% voted
against a policy of mandated abortion training. The Medical
- Fthics Committee of the American College of Obstetrics and
s Gynecology (ACOG) recommended that such a policy not be
.E adopted. Mandated abortion training is cliearly not needed
- . as over B80% of all training programs offer optional
experience with both first and second trimester procedures.
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And mandated training violates ACOG s stated policy on the
decision to provide abortion serv:ices by individual college
members.

Statistics easily document that the leadership of the
ACGME, and in academic Obstetrics and Gynecology, is
reticient to listen to or consult with those ob/gyn doctors
who practice the specialty and do the training. However,
they readily receive and act upon input from representatives
of the abortion industry. Dr. David Grimes has argued, ia
an article printed in the October 1992 edition of Obstetrics
and Gynecology, that abertion needs to pe mainstreamed into
all residency programs and "incentives" devised to encourage
doctors to do something that many of us find distasteful.

And Dr. John Fishburne, in the February l!st edition of OBGYN

News, is quoted as saying these requirements “carry a lot of
weight” since “res:dents graduating from nonaccredited
programs often have trouble getting haspital privileges and
board certification”...

These statements reveal the traue reason for a policy of
forced abortion training: not education, but the fact that
most physicians refuse to use their skiils in this form of
"service"...including physicians who strongly support the
decriminilazatvion of abortion. Abortion &advocates have
therefore resorted to using a guise of education to force
their views and practices on others who do not share them.

Prol.fe physicians and institutions recognize from the
daily aspects of our practice that abortion is not only
fatal to preborn children but it is also harmful to women
and serves as a destructive force against the American
family. The ACGHME shuld not be allowed to use its power of
accreditation as one of the "incentives” to coerce doctors
to participate in a practice many of us find morally and
professionally repugnant. Instead, it should restrict
itself to promoting ideals that are truly educational in
nacure.
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The recent ACGME ruling which mandates that all
Obstetrics and Gynecology training programs provide abortion
training for residents has nothing to do with education. It
represents a brazen attempt by politically isolated leaders
in organized medicine, in cooperation with the National
Abortion Federation, to coerce individuals and institutions
that are morally opposed to abortion into becoming
intimately associated with abortion providers. This ruling
also promotes the false premise that all physicians within
our Society support abortion on demand as national policy
when in fact there is both moral and medical division within
the medical profession of the validity of such a practice.

The Supreme Court decision of Roe vs Wade has, perhaps
inadvertantly, created an environment in America where two
stark human realities are competing against each other
resulting in radically different health care agendas for
complex medical/social problems. Indeed, it is the pitting
of the needs of the mother against those of her unborn child
that accounts for the continued divisiveness of the practice
of abortion within our country at large, but perhaps more
importantly within the practice of the specialty of
obstetrics and gynecology.

Although this fundamental confilict is painfully
obvious, the proposed ACGME mandate completely :gnores it,
claiming instead that it is a lack of education and training
that is responsible for a "perceived need" for abortion
providers. Nothing could be further from the truth.
Mandated abortion training will not teach a single OBGYN
resident anything new. The surgical techniques that are
utilized in the treatment of stillbirths and miscarriages
are identical to the ones performed in elective abortions.
The major difference is that abortion involves perfcrming
these procedures on a patient whose baby is stiil healthy
and very much alive. What mandated aborzion training will
succeed in doing, however, is to open the flood gates for

proabortion propaganda campaigns to descend upon every




59

residency training program in America. And although the
mandate was for OBGYN programs alone, Family Practice
programs have been targeted and similarly inundated as well
(see enclosure).

Mandated abortion training is not needed in order for
those who support unrestricted abortion access to have
opportunities to provide this type of training for those who
desire it. Eighty nine percent of current training programs
offer optional experience with first trimester aboertion
training and 82% offer the same optional experience for
second trimester procedures. “Moonlighting“ opportunities
currently exist for those residents who want to supplement
their income by providing abortion services and electives
and fellowships can easily be developed to provide
experiences for those residents and fellows who desire
further training as well.

The nonrepresentative nature that characterizes the
leadership in organized medicine, (especially that in
Obstetrics and Gynecology) coupled with the longstanding
practice of actively discrimirating against those with
differing philosophies is legendary and acknowledged in both
the academic and community based clinical practices of our
specialty. Although the members of the ACGME asserted they
vconsulted” with Program Directors in this initiative as a
member of APGO (Association of Professors of Gynecology and
Obstetrics) who was present at the July 1992 retreat when
the representatives of Region 4 wvoted overwhelmingly to
reject this proposal and to leave guidelines for abortion

training as they currently existed intact, I can assure you
that Piogram Directors wmeetings are not exercises oOf
representative democracy. . .but thaz of scademic
dictatorships. In fact, the recognition of this political
reality is what led to the inclusion of the mandated

abortion gquestion in the nationwide survey in the first

place.
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When the 37,000 OBGYNs in the country were asked, 59%
voted against mandated abortion training. The ACOG
(American Coliege of Obstetrics and Gynecology) has gone on
record as endorsing that abortion be a part of national
health insurance...,although 55% of :the OBGYN community is
against tax dollars being used for this purpose. States,
whose citizens chose to pass prolife legislation, have been
economically boycotted by the ACOG Board..,although 61% of
Obstetricians and Gynecclogists stated that the ACOG should
maintain either a neutral or prolife position on the
abortion issue, A former president of ACOG resigned in
protest over the Boards hostile antiprolife policies. And
physicians who have academic aspirations frequently state
that to join a prolife organization is the "kiss of death”
for an academic career.

Comments, voluntarily offered by' participants in the
nationwide survey, are revealing as well, A nunber of
physicians who identified themselves as prochoice thanked
the AAPLOG (American Association of Prolife Obstetrics and
Gynecologists) for doing the survey as the leaders of
organized medicine, to their knowledge, had never polled the
people =they claim to represent on this’ important matter.
And one physician stated he would be happy to join our
organ.zation... once he passed his boards. Apparently he
knew that if t was discovered that he was prolife there was
a good chance he would be failed.

It is also my understanding that the Medical Ethics

Committee of the ACOG recommended that this proposal not be

adopted, as it clearly violates the moral conscience of
institutions. Furthermore, this policy vioiates ACOG s

own policy statement on abortion which begins by stating:

"The abortiun debate :n this country 1s marked by
serious morail pluralism, Different positions in the
debate represent different but :mportant values. The
diversity of bell.ets should ne respected.”
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How can ACOG claim truly to believe in its own policy when

an institution, which has a moral opposition to abortion,
must make arrangements with aad provide malpractice
insurance for every resident who desires training in an
abortion clinic? From a prolife perspective, this is like
sending a preborn infant to a concentration camp but then
proclaiming you are innocent because you were just
following orders and did not do the procedure yourself.

Although the leaders in academ:c Obstetrics and
Gynecclogy are reticent to listen to or consult with the
clinicans in this country who practice their trade they
readily receives and act on input given to them by
representatives and supporters of the abortion industry.
in e 1992 article, publiished in Obstetrics and Gynecology,
Dr. David Grimes, in consultation with the National
Abortion Federation, argues that abortion needs to be
mainstreamed inro all residency training programs and
~incentives* devised to encourage doctors to do something
that many of us find “distasteful”. He ‘ends the article
with a quote from another similarly minded physician who
declared "the medical profession must be educated to the
fact that abortion is no longer a favor to bestow but,
rather, an obligation to perform”. it is no coincidence
that within 3 years the ACGME decided, in the name of
education, to make the provision of abortion training
mandatory for all trainring programs.

Finally ! would be remiss il 1 did not mention that
there are negative medical consequences that are frequently
suffered by womern who submit themselves for abortion
procedures. Physicians who categorically state that
abortion is fundamerta. to “comprehensive care tor women”,
reproductive health and economic freedom are apparently
unaware of the statistical association between breast
cancer and abortion. Since this topic is not covered in
the OBGYN -scientific* literature this may expiain their

ignorance. aind crear.y there wouid be no need for

92-167 O - 95 - 3
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organizations such as WEBA (Worer Exploired by Abortion) if

postabortion syndrome were not a re~aiity.

In summary, the ACGME mandate has nothing to do with
education, Every single obstetrican and gynecologist in
this country knows how to do an abortion. The problem for
abortior advocates is that most physicians refuse to use
their skilis in this form of “"service"..and that this is
trae even for many physicians who  support the
decriminalization of aportion.

This mandate has the clear purpose of "mainstreaming"
abortion practice within the medical community and
presenting to the Americarn public the totally false
impression that all physicians believe that abortion is
just another medical procedure when clearly it is not. 1In
fact, Dr. John Fisbburne, the Chairman of the RRC,
commented in the February lst edition of OBGYN News that
initially ail institutions were required to provide the
training on site and since only hospitals that meet RRC
residency requirements receive ACGME accredication, the
requirements “carry a .ot of weight...Residents graduating
from nonaccredited programs often have trouble getting
hospital privileges and board certification, he added."
These statements, by the RRC Chairman, document a profound
lack of appreciation for what abortion is and what it means
0 many members of American society as well as the coercive
irternt cf the ACGME mandate.

-If the ACGME is truly interested ir providing
educational opportunities for residents who desire abortion
training they should a:ttempt <o mobilize the 47% of the
OBGYN community that stated in the nationwide survey that
they support abortion as a measure of fertility control and
confine their “educational activities” to institutions that

share their moral values. They should not be allowed to




use the power of accreditaz:on, as Dr. David Grimes
suggests, as an “incentive to encourage doctors to do
something that many of us find distasteful".

Prolife physicians and institutions recognize from the

daily aspects of our practices that abortion is not only

fatal to preborn children but 1is also harmful to women and
serves as a destructive force against the hmerican family.
We refuse to use our surgicai skills to perform a procedure
that we can clearly see damages our patients and hurts our
nation. Wwe therefore :.mplore that the power of
accreditation not be used to promote abortion politics in
America. The ACGME should restrict itself to premoting
goals that are truly educaticnal in nature.
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The following is a letter sent to the president of A.COG appnsing him and the executive
board of the A.CO.C of the AAP.LOG. survey

AAP LOG American Association of

Pro Life Obstetricians and Gynecologists

Presidemt
DanselJ Marun. M D

Vies Prosident
Pamela E. Sruth M D

Tresswres
Xonald Prem, M D

Somretery
Marthew J Bulin M D

Immedlate Past Prosident
David V Faley. M D

Direeters

Dlatriet ¢
Semuet Barrera M D
CaaldJ Faye M D

Déetriat 1T
Frenk R Collier M D
Bernard Nsthanson 31 D

District 1
JohnJ Choby. M D
Humbert L Riva M D

District IV
Watson Bowes M D
william F Colliton M D

Distriee V
Hans £ Getsler MD
J Phtlip Tyndall. M D

Déatriet Vi
James G Linn M D
Paul G Tomich M D

District VII
Ren Paul. M D

Déstxist YOI
Marshall Matthews M D
Richard M Thome. M D

Dlatrict [X
WiltamJ Dignanm MO

Arsued Porces Diatrict
Byron Calhoun.M D

October 31. 1994

witlam C Andrews, M D
President, AL O.G

880 Kempsville Road. Suite 2200
Nortolk, Virgiua 23502

Dear Doctor Andrews

The A.C.OG may have some interest 1n our recent polling of 37,000 obstetncians
and gynecologsts on the abortion 1ssue  The stanustical restults are enclosed

The questionnaires that were completed and returned totaled more than 9.000,

almost a3 25% retum rate. probably unprecedenied tor a questionnaire on this
1ssue.

Having had the opportunity dunng the past several weeks to review the
thousands of comments on the retumns, | am atso enclosing a compendium of
some of the most salient and meaningful comments along with some of the most
frequently repeated ones trom both sides of the ssue

Because of the concerns expressed by many respondents that the resulls be
tabulated accurately the P P'S Medical Marketing Group in Fairheld. New
Jersey. was responsible for the mail out and the tabulations

ACOG representatives ate more than welcome to have access 1o the completed
questionnaires and comments  All of them wall be hept available for perusal and
reference We wall be happy to converse with any of the A COG otficers and
directors about the results of the poll and te confer walh them as to thesr general
reactions to it

Sincerely,
Wt G ol
4

Matthew J Bulfin, M.D
Secretary AAPLOG

MB leg
Enct

1305 771 9242 o $704 NORTH FEDERAL HIGHWAY SITTE B3 + FURT LAUDERDALE FLORIDA 31308 3663

Edutorial Office

American Association of Pro Life Obstetricians & Gynecologists

4701 North Federal Highway, Suite BY
Fort Lauderdale, Florida 333084663

Telephone (305) 771-9242
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THEFEMALE
PATIENT?

COMMENTARY

Changing Attitudes of
American Ob/Gyns on
Legal Abortion

Denis Cavanagh, MD, Daniel J. Martin, MD, David V. Foley, MD, Matthew
. Bulfin, MD, Watson A. Bowes, Jr, MD, Joseph L. De Cook, MD

On January 22, 1973, the US Supreme Court hand-
cd down two decisions-~Roe v Wude and Doe v
Botion—that struck duwn abortion laws i all SO
sttes.' 1t has since been stated that “abortion reimans
the most divtsive soctal 1ssue of our tne,” and we cer-
tunly ogree with this ' However, we fail to understand
why the execuuve board of the Amencan College of
Qbstetneians and Gynecologists (ACOG) conunues to
support legalized abortion as “a woman’s choice™
when it miay not even be in the best mter:st of matemal
health. The 1992 report of the Amencan Medical
Assogation’s Counci! on Saientshe Affairs notes that
although the nsk ot maternal mortahty fram legal
abortion betore 16 weeks' gestation 1s lower than that
tor childbisth, the mateemal death rate from abortion
mses above the childirth lesel afier this gestational
age ' Grven this fact dlone. 1t s oo wonder thet legal
sburtion has become a divisive 1ssue

The Amencan  Association ot ProLite
Obstetacians and Gy necologists (AAPLOG) 18 a rec-
ognized special-imterest group within ACOG. and we
are increasingly concerned about the parent ofgamsza
tion’s official stance on the abortion issue Tn answer
to questions segarding its abortion pohicy. one ot vur
members received a cordial reply from ACOG on
March 2, 1994, stating twice that “80 plus pereent of
our Fellows approve of abortion on demand™ We
serously challenge this statement, because the entire
ACOG fellow ship has neser been adequately polled

NATIONAL SURVEY

{n an atternpt to oblun a vahd, natonwide survey of
athitudes on abortion, the executive committee of
AAPLOG deaided o poll as inany ob/gyns as possi-
ble—ncluding all ACOG fellows and junior fellows
A comprehensive st of approximately 37.000
ob/gyns was obtained from Ob/Gvn News, and the
survey was sent out 1o all those listed because sume
physicians who practice obstetnes and gynecology
do not belong 1o ACOG. The questionnaire was
printed and mailed by the PPS Medical Marketing
Geoup of New Jersey, which also compiled the
Lesults  The questions were constructed to be unbi-
ased and attempted o clicit clear answers fron the
respondents (Table)

A response trom 9165 of approximately 37.000
physicrans almost 25%3 was judged to be an ade-
quate sampling. Indeed, this 1s a relauvely high
response fate for a survey sent to a large group of
physicians with no tinancial ncentise o respond, and
may be an mdication of the deep concern of the
tespondents  In addition to answenng the nine ques-
tions, more than 400 physictans wrote additional
comineats. this group was divided almost evenly
between those supporting and those opposing, abor-
tion on demand  As may be expected, some of these
comiments were quite sitnohe—agamn emphasizing
the strong teehngs and deep-seated division amon?
ab/gyns on this issue

Continued on page
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ABORTION
Constnued rom puge St
RESULTS

The respunses o questons | to 3 were not surpasing.
with overwhelnung support for abortion m cases
danger (o the inother’s hfe. rape. incest. and unitormly
tawl tetal anomalies. We did not expect the high per-
centage of “yves” responses 1© question 4, given that
inany anomalies are relatively nsigmficant and cor-
rectable. Question 5 shows that a maganty of respon-
dents oppose sbortion for family planming. and ques-
ton o reveals solid opposiion 1o paying for abortion
with tax money  Question 7 indicates that 807 off
respondents behieve that abortion chaies should be
hield to the same medical standards as other outpatient
tacihues Quesuon 8 shows 4 61% majonty fasonng 4
neutral or antiabortion stance tor ACOG. Finally.
quesuon 9 ehated a 59% opposttion to the residency
review conumtiee proposal for imandating abortion
wmny fo; ob/gyn restdents

CONCLUSION

In aur opimon. this survey suggests that most ob/gyns
do not support ACOG'S cumment positon on abortion,
with approximately 15¢¢ favoring an antiabortion
“tance. 467 favonng 2 neutral stance. and only 39'%
advocating abortion on demand  Contrary 1o the
ACOG s official pro-choice stance, our results indicate
that 617 of ab/gyns faver a neutral or antiaboiuon
posisun Also, S9% oppose mandatory abortion trwn-
mg tor restdents in obstetnes and gyoccokegy 1P
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papers This group Jearly dennties iself as a recog -
meed advocaey group. and desenves a heanng betore
the readership Howeser. | would vastly prefer an
unbiased prosentanon of meamngtul staustics that
allow for individual interpretailon  Physicians did
not aequire their degrees by shicking their academi
duties

The arggonts ol Amencans suneyed have gone on
record as pro-chotce  Dues this mean that they are
absolutely ¢onvinced that abortion 1s nght, or are
many Amencans who are neutral or even personally
oppesed o abortion convinced that 1t s ~ull anindt-
vidual dectsion with no business as past of the pubhic
forum” 1s the majority always nght? In some
imstances. the majonty has been wrong and was
shaped by the polities ot the day. In a democratic
wociety. though. the majonty rules. This 1 Rot o say
that minority positions should noi be heard
However. to make real progress in reducing abor-
tions. counseling on abstinence, contraception, and
the role of the farmily must take pnonty

If abortion 18 such a major 1ssue tor the ACOG
Fellowship, then | think 1t ments more than a 10-
question mathng  Such oversimphticauon only leads
to more contention in an arca that is already littered
with bombshiells.  [ndeed. | am offended by a group
1such as ACGME) that would thrust the question of
abortion on Catholic hospitals which. by their sery
nature. cannol remain ncutral  Students who apply
for resideney at these hospitals know that abortion
traiming will not be provided T am tired of the ten-
deney on both extremes to proclain their owa supen-
or moralty and their authonty o decree what 1s nght
tor Amencd and the world | doubt that there will
ever be o meanngful diatogue vn abortion. and 1 iewr
that if either side “wans.” the aet result wall be to tur
ther reduce the nght of practiioners and patieats to
tollow their own moral and ethical beliefs

In cluang, please do not write 10 e with your
opmians on ths connentary  For once. 1 neither
care nor wishoio hear The votng boath bas a cuntinn
to maintan posacy. and T widl ovgae to dias that
cuniain fte

Thomas k. Nolam MD s Aosuate Brolesan sl Ubstcton:
and Cnncators and Head of the S¢ ton ot Gereral Onaten
and Gynecolupy at the Dodisang Staoe T mversic Sl
NMediome 0 New Ottean and Assecrate it B Clues ot
Trag Fesonn Parase®
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John I. Fishburne, M.D., Chairman
Department of Obstetrics & Gynecology
University of Oklahoma College of Medicine
P.C. Box 26901

Okiahoma City, OK 73190

Re: ACGME
Special Requirement that all Ob/Gyn residency
training programs provide an opportunity for
residents, who so choose, to participate in the
performance ot induced abortions

Lear John:

I appreciate your discuSsing this matter with me yesterday.
With ail due respect. I believe that such & requirement 1s
unnecessary and has the potent:iai of alienating a
substant :al number of practitioners in our specialty
Rlthough, the requirement will be a hardship for only a
small proportion of the residency training programs, namely
those 1n Catholic hospitals. the perceived intention and
insensitivity of such a requivement will do far more harm
than good.

1 submit the following observations in suppoert of my
contention that the special requirement mandating all
residency programs to make ava:lable a rotation for the
performance of induced-abortion 1% unnecessary. Let me add
that I am not Roman Cathol:c, I practice in a hospital in
which induced-abortions are performed, and I am a faculty
member 1n a department that offers training in induced-
abortion to its residents.

The techniques that must be learned Lo perform induced
abortions are the following.

1 Dilatation of the cervix with metal dilators,
often preceded by the use of various cervical
inserts tlaminaria, etc
Exploration of the uter:ne cavity with a sound and
the extraction of tissue from the uterus with a
variety of forceps.

[NV SR S IEL o 1\0:‘,'4
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Curettage of the erfdometrxal cavity with suction
and with dull and sharp curettes

3. The inducticn of uterine contractions with high-
dose oxytocin or transvaginal prostaglandins.
Amniocentesis in a second trimester pregrnancCy to
either remove amniotic fluid or inject substances
into the amniotic fluid.

6. Transabdominal and transvaginal sonography to
determine fetal age, fetal position, number of
fetuses, position of placenta, and asseSs the
completeness of a uterine evacuation procedure.

w

All of these procedures or treatments are variously utilized
to treat patients with spontaneous incomplete or missed
aborticns, second trimester fetal deaths, and to perform
fetal diagnostic procedures. In other words, an Ob/Gyn
service need not perform induced abortions to teach these
procedures and treatments, nor must a resident perform
induced abortions to learn them.

With our without the Special Requirement about induced-
abortion training, a resident is and will be allowed to
complete a residency program without having performed
induced abortions. However, the resident should have
learned the procedures and treatments enumerated above while
caring for women with spontaneous abortions, fetal deaths,
and in performing tests.of fetal evaluation.

Fourth-year medical students who are candidates for Ob/Gyn
residency and who are seeking experience in performing
1nduced abortions, should apply only to those residency
programs that offer such experience, either within the
program Oor as an extramural elective. All residency
programs should clearly &tate in their application brochures
and promotional literature whether experience with induced
abortion is offered.

Of the 274 residency programs in the United States that are
listed in The APGO/CIBA Di [ i i

i 994, only eight (3 %) require
residents to perform lst trimester elective abortions, and
four (1.5%) require residents tec perform 2nd trimester
abortions. (1) Eighty-nine percert of the programs Offer
opportunitiaes for residents to perform 1st trimester
elective abortions, and 82 percent offer opportunities for -
residentes to perform 2nd trimester abortions. In other
words, it does not seem to be the expressed opinion of the
current directors of residency programs and chairmen of
departments of Obstetrics and CGynecology that residents must
be required to pertorm abortions to successfully complete
their residency education. Furthermore, most residency
programs currently offer training in first and second
trimester elective abort.on.

WN-A7-199% 11300
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A 1994 poll of obstetrician/gynecologists in the United
States demonstrated that the majority of the respondents do
not favor requiring residency training programg to 1include
elective-abortion training.(2)

Finally, the Committee on Ethics of the American
College of Obstetricians and Gynecologists recommended the
following at its meeting on April 12, 1994:

“The Committee on Ethics of the American College of
Qustetricians and Gynecologists has consistently
recognized the importance of respect for the moral
integrity of individual physiciang. It is important to
respect the moral integrity of institutions as well,.
The proposed Residency Review Committee requirement
that all residency training programs provide the
opportunity for training in elective abortion fails in
this regard. This requirement would violate the moral
integrity of some religious inStitutions that maintain
residency programs. It should not be adopted. Other
approaches should be explored for improving the
training of physicians in abortion techniques.*

The effort to require all Ob/Gyn residency programs to
1nclude training in induced abortion as a requirement for
accreditation seems to arise from a perceived need to
increase the number of abortion providers in the United
States.(3-6) As noted above. the problem, if there 15 one,
is not related to a lack of programs that offer training in
elective abortion Many, 1if not most, ObL/Gyn spacialists
who are pro-choice do not perform more than a few, 1f any.
rnduced abortions. I dare say, the reason for this 1S not
their inabilaity to perform abortion-related procedures, hut
rather that, for most obstetricians, performing induced
abortions is an unpleasant. emotionally draining task that
runs counter to their usual work of enhancing and supporting
fetal life.

I hope these comments way be of gome value in the upcoming
discussions about this matter.

Thank you.
Sincerely,

et

Watson A. Bowes Jr., M.D.
Professor

Referepnces:

Ling FW, Holzman GB, M:tchum MJ. APGO/CIBA DirectGkly
of Residencies in Obstetracs and Gynecology, 1994.
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Association of Profsssors of Gynecology and Obstetrics,
409 12th St. 9W, Washington, DC 20024.

American Association of Pro Life Obstetricians and
Gynecologists (AAPLOSG!. in 1994 AAPLOG sponsored a
survey to determine the position of American
Obstetrician/Gynecologists regarding induced abortion.
Through an independent survey organjzation a
questionnaire was sent to 36,000 Ob/Gyn's in the United
States to which there was a 25% response. Among the
questions asked was "Do you agree that every ob-gyn
residency training program be mandated to include
elective abortion training?". To this question 3620
(40.80%) responded, “"Yes*, and 5263 (59.20%) responded,
“No". Results of the entire survey have been submitted
for publication.

Grimes DA. Clinicians who provide abortions: The
thinning ranks. Obstet Gynecol 1992;:80:719-723.

Weathoff C, Marks F, Rosenfield A. Residency training
in contraception, sterilization, and abortion. Obstet
Gynecol 1993,81:311-314.

Rosentield A. The difficult issue of second-trimester
abortion. N Engl J Med 1994;331.324-325.
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Fax 14141 782 8788

August 11, 1992

HEMO TO: AAPLOG Off:icers gng irectors

FROM: David v, Feley, M.D., Pres:dent

Recenxly. 1 subz:itted the foilowing resolution to the
Annual Mcet €ons1n Section of the ACOG.

pproved by a small majority, and
18 20w being submitted to the Annual Meeting of the
6th Districs of ACOG. Hepefully, 1t wyi) be approved
there, and then forvarded to the Board of Directors
«~f{ the ACCC.

1 wouid encourage each of you to sub?it a similar
resolution to FouT state sections, or directly to
Your district. The more sections and districes we
Cdn get to SUppaTt wur pasities + the nore impact thes
il Bave on the ieadership ot (he ACCG,

BEST COPY AVAILABLE




Q

ERIC

PAFullToxt Provided by ERIC

73

RESOLUTION RE: ACOG Stance on Rights of the Unborn

WHEREAS, there 18 a divergence of opinion among the membership of
the American College of Obstetricians and Gymecologists as to what
constitutes "rights of the unborn”, and

WHEREAS, recent actions and pronouncements on this subject by the
ACOG bave polarized the membership, and

WHEREAS. the AMA has recently adopted a neutral position on this
question. now therefore be it

RESOLVED that the Wisconsin Section of the ACOG support a
resolution to the 6th District of the ACOG asking the ACOG Board of

Directors to also adopt a neutral stance on the politicized question of
abortion.
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. SOCIETY OF PHYSICIANS FOR REPRODUCTIVE CHOICE AND HEALTH

Bvery Pregaancy A Weasd Pregnancy

Apnl 1,199§
Dear Family Practice Residency Program Director

As you know. the Accreditatior. Council of Graduate Medical
Education has unanunously adopted a policy* that requires all
accredited OB-G YN residency programs to offer traning to their
residents in the performance of induced abortion and the
management of abortion related complications beginning :n Januan
of 1996 With this unanimous v ote, the medical establishment has
taken a committed step toward establishing 1ts professional
autonomy and integrity regarding medical education and voluntary
reproductive health care. A copy of the new policy ts enclosed

For fanuly pracuce physicians, the new trainmg policy presents an
opportunity to facilitate their traning curnculum to increasc the
number of comprehensively trained physic.ans and easc the abortion
controversy

Many indinaduals tnclud:ng residents-in-training continue to have
concemn for harassment and violence against clinicians who perfonin
abortions  Fear, unfortunately, reinforces the marginalization of
abortion from mainstream medicine Faced with these realities, eveny
responsible measure should be taken to ensure the safety of
physicians and thewr patients  The authors and editor of the
enclosed issuc of the Joumal of the Amencan Medical Women's
Association offer some challenging solutions

“The requircments permit residents 1o “opt out” of abortion traming Every program must

provide traming erther in-house or offsite 10 residents who do not object  All residents

must be traned m the complications of abortion (sce attached ACGME policy statement)
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The joumnal exainines the opportunities for integration of abortion
into the medical mainstream through health care financing. medical
technology. mid-level clinicians. the replication of innovative
physician training programs, and legislation. The authors and editor
of the journal are collaborating to identify resources to resolve some
of the issues of medical training, professional responsibility and
ethics.

We anticipate that you and your institution may have logistical
problems as to how to implement the new ACGME policy. We hope
that the enclosed JAMWA issue and the appended list of resources
can assist your service and institution in the implementation of any
required changes.

Sincerely.

A (o Al

Seymour Romney. M D Alian Rosenﬁcld.".'(ri.D
Chairperson Steening Committee Member
Society of Physicid Society of Physicians

President
AMWA

Enc JAMWA Vol 49, Number 5, Sept./Oct. 1994
“Medicine and Abortion "
Tist of annotated organizations and resources
ACGME requirements




The Medical Center

Reevanr

James P. McKenna, M.D.

Director, Family Practice Residency Program
918 Third Avenue

Beaver Falls, PA 15010

Dear Jim,

As you may be aware, the Accreditation Council of Graduate Medical Education
(ACGME: of the American Medical Association has vecently unanimously adopted a
policy that requires all accredited OB/GYY residency programs to cffer training
to their residents in the performance of induced abortions beginring in January
of 1995. Rapidly on the heels of this announcement, 1 received a letter from The
Societv of Physicians for Reproductive Choice and Health which states that, "For
Family Practice physicians, the new training policy presents an opportunity tc
facilitate their training curriculum to increase the number of comprehensively
trained physicians and ease the abortion controversy." With the letter they mailed
3 copy of the Fall 1994 issue of the Journal of the American Medi¢al Women's
Association (JAMWA) dealing with the topic of abortion and medicirne.

This issue of JAMWA supposedly offers "challenging solutions™ tc the anticipated
problems our program may have in excitedly and voluntarily instituting these new
training policies iniv our prograr (even though the new policy applies only to
OB/CYN training programs}. A ma)er suggestion of JAMWA was to train physicians
from other specialties as well as mid-level clinicians fo perform abortion services.
I believe this suggestion is a first step in an effort to apply the ACCME pclicy
to Family Practice training programs. This policy states that,

1f a residency program has a religious, moral, or legal restriction
which prehibits the residents from performing abortions within the
institution, the program must insure that the residents receive «
satisfactory education and experience managing the complications of
abortion. Furthermore, such residency programs must have mechanisms
which insure that residents in their program who do not have a religious
or meral objection receive education and experience in perferming
abortion at another institution.

Please notice that the restrictions mentioned arve "programatic'. nct "instatuticnal”

1 realize that our residents have varving attitudes concerning the religious

or moral appropriateness ot induced abortion, and thar some mav request training

e Bpten Ride Keoad
Bepner 1"y Ham




11

- in abortion procedures. In ancicipacion of such a request, and with the authoricy
of the Director of OB/GYN Training, I want to pronounce and establish our ctraining
program as one which has absoluce moral rescriccions which prohibic training our
residencs in induced acorcion. Any posicion other than this which allows The
Family Praccice Residency Program of The Medical Center of Beaver to parcicipace
in electively terminacing viable pregnancies will be grounds for my immediace
resignation.

Please file this letter for future reference in che #vent of quescions arising

concerning this policy.

Sincerely,

N

foha

’
. l’
£ e CA
<r\llu°»\ A
Kevin C. Dumpe, M.D.

Co Director of OB/GYN Training
IR The Fawily Praccice Residency Program
i The Medical Center of Beaver, PA
1000 Dutch Ridge Road
Beaver, PA 15009




78

Seymour Romrey, M.D. April &4, 1995
Chairperson, Scciety of Physicians for Reproductive Choice and Health
In concert with AMWA and Planned Parenthood

801 N. Fairf.s St.

Suite 400

Fairfax, VA 22314

Dear Drs. Romney, Dell, and Rosenfield,

As che Director of OB/GYN Training of The Family Praczice Residency Program

of The Medlcal Center of Beaver, PA, T recently received vour packet of materials

cencerning the recent decision of the ACGME to require aborzion training in all
accredited OB/GYN training programs,

I would iike to contend with some of vour statements and implications. You
proudly state that with this decision, "the medical establishment has taken a
committed step toward establishing its professional autonomy and integrity
regarding medical education and voluntary reproductive health care." The medical
establishment has historically enjoved a large measure of professional autonomy.

1 believe you are here referring to a new declaration of moral autonomy. Do vou
not guestion the appropriateness of any human institutien being morally governed
without accountabillity to any independent standard? The sole standard then becomes
this institutions own definition of moral uprightness. This s a prescription

for rapid corruption, but is exactly the circumstance you prcudly trumpet with

this statement. This policy is a significant step backward into the immoral muck.

You then assume the appropriateness of extending an invitation to Familv
Practice training programs tased on a pclicy meant only fer 0B/GYS programs. We
have ne desire te be included under such a dark umbrella, largely Jue o our
broader patient care focus including concern, not only for wemen inconvenienced
by an unplanned pregnancy, but alsc fathers, sitlings, extended fazilies, and
prebern children.

1 have yet to be stymied by logistical problems of which you warn in providing
abortion services, as the impregnable meral wall prevents me from even seeing such
an sbstacle.  Yeou are fighting on a downh:ill battlefield as the AMA, ACOG, and
dpparent.y AMWA 010 you 1n support ot atcrtien rights. 1 am but a smali obstacle

to vour geals - but [ am act in the minority.
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1 have notified our program director that we are offfc:ally a training program

with "moral restrictions"” that do not allow abertion training and will not participate

Sinc.er47y. ’
Rl )

in terminating viable pregnancies.

A

Kevin C. Dumpe, M.D.

OB/GYN

Member ~ American Association of Pro-Life
Obstetricians and Gynecolcgists

Director of OB/GYN Training

The Family Practice Residency Program

The Medical Center of Beaver, PA

1000 Dutch Ridge Road

Beaver, PA 15009

R

_ " PAruliText Provided by ERIC




80

] *

A1V UYAY AdOD L5360

oL T
E70 1% 116 (¥ N Oy sy
e I SR BRIADY PeURIRD

LI I WO W ar,
ey Nratsre N 0y 0 Surtparpy

aR SRV R epAvaY

R O waint ABORAALA) § LRIV " d A
PINS B Y 1000 Y aey Bpmgy
LTI RAYT) oA SRy Py
o pansy
oo T INCIY SO YOO
Vuawyr) coginy mbasng Bews PewisinD
et LRI L 3 )
¥ s aT SRSemy WOOIY MR
~1) 1Ry MORI NINOYIY KRS
MY A SaASg
ellonsryy PGy PRICOMY
W vy
g by g A
A § Y AWK
g ¥ pepreaiy

LR LA

E S \

2E Hneanap )
MOYP RIUY UL A,

Co )
O adied w

TEATLI
o oy p.

ARETE TN

uonenpy om:aczo_z J3y).In,J 0} &30 sMeL, DOV

3y 230 v pomuiiue 1
Woqu I HIns pradya ixguy 3y

umfungrey vt SIO} AR |
1Y)V 1 saande 2300 jo P -dey 1 udsom siendsoy
Braqury £3pumg 21 PIS WA uo PIOA
wu sey boydnogige Cesuad v su

Wl y o) gl

1 BRqIY) S0 T OPY b LY
L ) AT g

pan0g S

I RLENY) VY 9 WD)
R Ry AT e, Rowp AdoD)
L YRR D Mo

S b ) L0 WAy ANy WSRYTH
W e ) o 2N Mgl By

MONL Justye SR s dgay Lo

Y O § SOA USR] £ 0N LARORg
Aong YANOOIIG Y VLN LM YIRS
o) GUd #07 rcuny
(OrAD) 0%y s umor (sow)
Dy KD 1ALONEY) WaRgaRy) UMY
o0 ICwRson) WEo Tw3 twos
) ) ARt (SIRIOS) R Y WG
1R 3 G) G RBGMT SR FRAng
PN guy axliyy SRRAD) LI} KRG
TSN ) SABIY) SN
Laeom N Rasey
w3 sarery
Aatemasp ) EREY
g 7 )
am sk g ooy
O abieng g awn Qw00
Y SRGT g ey ey 1
UR HA088E) I Oy Weiy
”» UM PuouauTy f vy
un

a1 suoddny,, wisi s2y :._o_..u.: .iu&I
.xis PUE SUBLNNNMY() | OJUEM U 3
1MUY I JO MO |0 pToy 3]
PSPPE 34 "UOHEIYILID
preog pue sa3aiand jendsoy Junsod
0N aary udgo suesosd papasr
-aeuou wosy duneapud siuappay
pies awieg
“Ysey 3Q “gBiom Jo oy 8 Lusd sjudsi
anmbas Jy) ARLEH TS %1Y
3v231 swawarnby Duapna
Jdd v sjeadsoy {juo somg

sul 1ey) Juswannbas 3y |
swon
-11dwod paiejas unipage dcuciu o

PIPIAY M1 Ju 2
wapnay uldgo
gLy wgor x|

AT 1 0P TN
aprad uaym

<S50 01 m0 pazios
Srouyf yonym ‘siana
Jo 5101 puv s30) panzasas

pur swAn

. SuoIIMuSM sCddm ang mouy o paau du
an 1) snepd xdexna v-ﬁ am I puv 4d uMaH ucd 2 sudd qo yury 4,
12AN0d 3 ;] suadsa vl ng ‘suon uﬂg&hct oyso)) AU, suoteqe Suipiacsd w1 pauien sjup

320G PRY SUIPISA Y STAUN SIA[R
W e 1 2413 01 pannbar wm
Su0l;
panus Y IEYMALN UMOP PuiEM
s AIENide sey leaimhas oy

n 25am :.:su=__u ukd g
el €12 Buikewgs pue Ly
d Ajnue) sisnyoessepy Jo N2
uuopad 01 Fuwaed] 01 suendalye aary w2 nw) Buijpiy A padagie g guwn
. ouyluarey AT UL R PIBILE sem wdpnps Au
[TRISTETT) 0D R 0w SSPIITY A INIRL WON B UN|
pue sdoysiq £, Wosp MBES )SI01 SIUIPRIL HIY) J0) BNYMIS|S PIPI
-2up weiBoud | LHuapias] wosp aues g o) ututen xy) 10j aduesie
LUPIP [1RW 21 J0 DO, ples dwng

i sy Jouy
201 uotboge Ruipaoid oy 2lqo NIGHH.] 4R0f A g

ASIA0NUO)) € NS Suturea], uonJoqy pasr-osg




axls : TRTUEEILRVTXEY
S FAYSIQU SEN w43 uns X1y 3u
P yga) oy Asea plopny &
iran 7 paninaida Funnen vonme 13y
Ju 0w pipoey) seadond jo 87 )
Bunes jeuonds se » pasago
Uy pue *$udpBA o wed i Rk
Furonen uonege 1318301801 papn)
SUONONBIL J6O % T Y panoys suird
and AWAPIT YT 0 A3V L ga) Y

10 1UBSAR ADOJOY 10U STIOVQOIIYT .
MOUS [IIM SINSDI UIBS SWHG)

Ado3s0:01 uodn )82 anjd siesAa)

LONMOS HON %04
UM PAYILW UBUM 10PO dUE AYSy, @ §)iwa
G pe Hd e sey
1ey) abaeydsip jeuitiea snoausBowoy
Bumoyjo; ayy
Aq pauyap Aiensn s Ag o sisoubeip o v

—Ag J0 s|soufe|q

§ARD QAINASUOD / 4O) ..w..
swnpay e fimnbeaeiu paaisaps s
{o1eydsoyd waAwepund Bw ooy

Amunoidde Gunneiuos) weasn bsm

Suisop Aep-e-20uQ

(s1uonwd 020'y 10 %1 1) shuibea
SUR2IQIR BPIPUED NBWO)CWAS 5 1oayd
DS:0ARD PI3IRIGI-UBLIESI] LOUILIOD son e
(%1 >) 519343 apis
19 JO 25UIPIDU] MO

WO WE Y LIGUIN 1Y) S5 n
R EIETEL IR ET N HTURE R N TURTEN
g "3,31 0 andy e pajonh spmae ad
vdswau v 3 sty oy rogpp ae du
I HOtIoYR JUTAII3T AU usp
w1531 10 330302313d 241 w0 sy,
. padury> puedy
A1y 3q 0 aaey ) tow Sags oy |, ey
A wou e agr sew i suawannhag
pasoduord a1 gnw genojues w ),
pies aung
WEE I 96h1 0 Snf o Uenurp sag)
12 0112053 vy v pnow Lxp Pasosd
de)p F1pUR 1ogag ue HINOOV

g WIN ) PROpAN ur Sayy

VIHIFI MRS Y RPN URouany

HUR TR RTINS TR TIETRETITIRNE MRS
SLSUOTUOqU P OF Jou -
saunssad ayy Jpo 210324
nos uaym wstunssad awos
2401 Jou nok up> Moy],

A1) pUR S3AIG() 0 pItoy urduALY

DOV COHYE A Sq ar pagon
UG asey pue oz s1e3d T uajw

Aaw Nuawannba; pasedosl nyg
Jeagury 1) qom gap oy

21 wo dnand a5 sudn pue passrs
ey pue pawojo) e uappyd nod
PUT UMD IS T UL \MOBIKE SU0)
1al e wossad Sjuo ayi anod )

$INE oY LOIENE Op 0)
10U 5042 g0 wo gEnesg Juixg samssaxd
Y (e 2w303 004 HIYW ]
WY AR 10U MK URY M|, N3N
uutage jo Ahgigeiese Juinunuos sy
17 ¥iud wnnsf panunur 3

As13A01u0)) [ea1y A0S sudWRANbay Suturedy uontoqy pasodoag

SWAN RO / Shol ] uonigay

;- SHNSSI 3DILOVHG -




‘Graduate
Education

~

} ANTeg AN T 3N

TLINICIANS WHO PROVIDE

b

\BORTIONS: THE THINNING RANKS
w

i !
vid A Grines, MD

\ecess 1o abortion services in the United States has became

acreasingly himited because of a decrease in rural hospital

woviders and a growing shortage of clinicians willing to
Her this service. As of 1988, 83% of United States counties
a4 no identified provider. The dehcit in numbers of clini-
iaas stems from the current imbalance belween Incentives
ad disincentives. The single most powerful incentive ap-
wears to be altruism. On the other hand, disincentives
adede poor pay, frequent harassment, fow prestige, sub-
wptimal working conditions, and tedium. in 1930 a sympo-
4um on abortion provision was held, sponsoied by the
Utional Abortion Federation end ACOG. Among, the rem-
ies suggested by the attendees were increasing the 1te-
mation of ining into the mainst of resi-
Sency education, improving the pay and wotk environments
& chinicians, and where feasible expanding the capacity of
shyslcian providers by using midlevel practitioners work-
ng under physician supervision. (Otstet Gynecol 1992,80
ns-23)

v, Wecannatiail 1o recognise that the peefnmance at
S legal. elecuve abortion 16 indeed essennial to preserviag
women's health therefore making 1t an unavindable

Empons:hlluy of physicians and Respiials i rendenng

‘ot the Dhpartiennt of Olstolen s At Gyerxohngy Un
athern Cahitorniz Sckood of Mtednane Las Angeles Calitorni

JOL B0 NCI 1 OCTH Y 1

Jeealth care Uiddess 1they da take on b respransibulity
enbusishically and thoraughiv, 1he unhappy and
danperoms nnpac on the young wonien ab aue aalion

will be ndakulable
E W Owvensiteet, 1971

The legalizuhinn ot abortin was a necessary butinsuf-
fiaent step toward the provision af abartion scereices
for women 1n the Umted States  As suggested by
Overstreet! 2 decades ago, these services ultimately
depend on the availability uf affordable cimcians who
are buth skilled and willing to provide abortions. To
the extent that such chimcians are not available, the
public health promuse of legal abortien will go unful-
nhlled
In recent years, access to abortion services has be-
came nereasingly imted, because ot both the dearth
of laciliies 1n rural America’ and the growing shortage
ot cltmcians providing the service’ (also O'Hara D
Abortion MDs who dc them and those who won't.
Amerrcan Med.cal News, December 9, 1989; Kolata G
Under pressure and stigma, more daoctors shun abor-
won Nt Yark Times, January 8, 1990; Gorney C
Abartion m the heartland  Tise Washtngion Post, Octo-
ber 2. 1990). In 83% of United States counties, 1n which
117 ot women of reproductive age hve, there is no
wentified pracider ? Same states, such as South Da-
Kota, have but a single physician whao performs abor-
nons  Thus, many Sonth Dakata residents seehing
sburtans must travel long distances. which both in-
credses expense and compronnises care should enpiph-
cations develop. Access 15 o challenge in ather rural
states In Wyonung, mare Ihan hall of women who
obtained aburtions 10 1985 traveled to another state for
care 2
Phstance cleariv matters I women's reproiductive
chawces., 1n one rural state aborhion rates were found tn
be mversely related 1o the distance to a provider *
Because of the wornsome public health imphcations nf
the prowing shortage of chimcan providers, this article
will review some incentives and disincentives influenc-
mg professionals’ involvement n this fiekl and discuss
potential solutions to the prablem

[l and Retentron of Climcmns

Two factars govern the ate of recrutment and reten-
ton of chimaans prociding aborbun services taining
and mcenlives Both appear to be madequate: The last
published nationwide survey of resident physician
tranving 10 aburtion® was conducted 1n 1585 Allhowgh
the majonty of residency programs in obstetrics and
the propartion had de-

gynecolagy offered toanming,

hined 229 fram the proportion 4y a sumvey conducted
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a decade carher A survey canducted i 1991 revealed
that the proportion of pragrains wi winch fiesi- and
second trimester abortion was routinely (as opposed to
opuonally) taught had deciined since 1985 (MacKay
HT. personal communication, June 2. 1992)

Most abortiuns today teke place e frecstanding
abaction chings, not 10 teaching huspitals ¥ Henee,
even In those haspitals where abortion tramng 1s
provided. the hnuted nainbers of cases may compra
nuse residents” abilty ta develap sufticient surgreal
expertise For example. only 107 of resideney pra
grams reported that theie residents collectively per-
formed over ten abortions per week * Others? ® have
vechoed this concern aboul numbers of hospital abur-
tions. noting that 45'% of hospital providers m the
United States pecfucm tewer than 30 procedures per
vear Whereas ten abortions per week inay pravide an
adequate case lead tar suegial trammg. 3 per vear 1y
unhkely to be adequate even far pruge s with tew
residents

In programs that otter abortion teamnung, the lesel of
resident partiapation s dicecthy inked to the pra-
grams’ expectations © Where tra-ning s expedted as o
matter of course. the magnty o: residents parhicipate
Where programs mmake tramming an aption tewer elect
to be invuhed

Other thoughttul commentatoes i the varly vears ot
tegal abortion made tlis abservatic

A senous probten that impedes [resident; phivsicans
erthasaani o atertion s lack ol lechaat caftenge
and vanets tor those shin perlorm the proacedure They
teel that aba ate bunng and repelifhe, are nol 4
necessary Jearnmg expeneire, adid o their already
heavy work load they worild rather
sprend Tab g crre of 3 canehy ol ot mleresthing and
<hall W patienty *

and use

When alvady oserworked fes resdents will opt 1oz
additional elective work Mureover. few deadenne de-
partments have faculty with both a decp convnitinent
and a busy practice of abortion ta serve as e nudels
and mentors for residents Heace. this “minor  sur
pery 1y relegated to low prionty anwng the many
activitivs competing, for residents’ v
Organizations wancerned with the cantent of 10w
deney lraming luve an inconsistent approsch to abwar
ton Inats " Design for Residesst Educatiun in Obstet-
ey and Gavnecology,” ™ the Counail an Resident
Education 1n Obstetries and Gynecology states ta
arder to provide adequate tranmng i surgicat shalis o
prograny must have a laculty proficient i the iapaeed
shills aud must provade sutficient opportunits for inds
widual anstiucnion Lo e peeacdioe feoard rosnbents

T Guumes Mot oo T o

teriphasis inne) Althaugh D&C and laparuscopy ate
specified, the ducuiment does nat menion abortion.

The Counail s “Educatianal Objectives for Residents
mn Obatetries and Gyneculogy™ 1s more exphcit. For
exainple, ane termunal vbjective 1s.

G 18-year ald wuman, 9 weeks pregnant. who
requests lernunation of pregnancy the resident should
be able either ta arrange contact with a faclity and
persanned with skills and attiludes 1hat permit them to

spond o her request ur 10 provide education, coun-
seling support in deasion making. and. where indi-
wied carsy vul the surgical prixedure

i
The same approach is taken with a patiest iequesting
a second-tan  ter abortion.” ?

The Amencan Board of Obstetrics and Gyneculogy, !
Ine ceetifies physicians as having special compeience‘
n vbstetrics and gvaecology. Its weatten and orat tests?
nclude abortion topics, and the Board requires c.md.i-':
dates for the oral exaramatiur: to repart there expens
ence with abortion Nevertheless, the Bulletin® of the,
Buard dovs not specity a requireinent for expertise in’
abortiun {

Residenis shoutd hase acquired the capability b per-
lorm. independently. mojor gvacwalogie uperations,
spontaneaus and opecaiive abstetric delivenes, 1o
nanage the cvplicatms thereol and be capable of
performmg the esvential diagnusie procedures re
quired ata cansultant m absteines and gynecology

“Minar opesatins, such as abortion, are not men-
tioned

CGiven adequate training 10 aboriion and a lage
desnand for those skalls, what mohi ates g clinician 8
provide the serace? Theee factors appear importand
altruism, esteem. and compensation * The desire ¥
hefp women moneed seems to donunate To the exlgli
that benes alence pres ails. physwians will be willing§
provide aburtions Twa other motivations, glamod
and high pay. no longer exist in the provision d
abortion. these problems are discussed later.

Efilux of Cloncuns

Que-nngratien ot diniaans providing abortrons
fears o be exceeding in nugration fur two re
natural attntiun through retgement and preoul
discontinualion due to disdansfaction The formd
prublemn has been termed the “graving of the abortis
provider ' Leaders i the field who were instow .
m the repeal at resteichive laws are now appn)adﬁ
cetirement age Many af these were motivated,
having wared tor patients who had been mpured
Mited by allegal abortions Chaicuans younger

Ulntetrns & Gy
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eir early 40s today may have never éncauntered such
* snts, and hence may lack the personal commut
. of alder providers to ensure that these canditinns
) not recur Far example, a recent survey ot tamily
Qysicians n Kansas'® revealed that physicians elder
1an 40 years were more likely to support abortion
ghts than were their younger calleagies, this pattern
ras observed far both sexes
Harassment and intimidation may dissuade skilled
linicians from entering this field ar convince them ta
wit. Harassment of providers takes many forms, rang.
ng from picketing of hames and offices to obscene
elephone calls to death threats On an orgamzational
aasis, this may translate into loss of hospital privileges
snd close scrutiny by state licensing boards because of
the supposed “shadowy” natare of abortion practice *
Abortien clinics have been the targets of an epidemic
of arsons and bombings, during 1984, 1% of all dicsy
i he United States were attacked "'
¥ Performing abortions nu langer pays well Because
lthe cost of abortion {and the corresponding physician’s
lee) have not kept pace with inflation, both are now
vell below market value In 1972, a first-trunester
\bortion 10 a chinic 1n New Yark city cost approsimately:
$147, 1n 1989 dallars, that would translate wto sbaat
4588 (Henshaw SK, persanal communication. Octaber
, 1990). However, the average cost of such aburtions
1991 was below $300."7 Thus, the true cost of an
bortion is about half that in the early 19705 " "
‘Dlring this interval. physicians have been paid
gressively less for providing the same service In
973, physicians customanly receved about $3U per
the equivalent of about $190 today: (1 lenshaw SK,
Foersonal commwnication, October 25, 19901 In con
¥ast, current lees usually range trom $30-50. with the
B largest private chinic provider i the nation paving $2]
per operation. lnvited to work part time in
B dinic, one young gvnecologist 1ephed. “t can generate
Amuch income seeing office patients w ith vaginity as
B3 can by doing abortions  and without the hussles ©
compensation far abortion services v & chronie
\n other countries as well '
ocking conditions tor cimicians providing abor-
are frequently unsatisfving For chinicians wha
spent years honing their diagnostic skills. abor
R largely underutilizes their abihities and relegites
to the role of a technician As noted by Polts,
the patient was a ‘client” who had decided on
prescnption, this ehiminated half the medical my:
and demoted the doctor to techpian ar
n."* Both the evolution of new dini¢ persan
e (abortion counselors and nurse:practiianers) and
grapid flow of patients in chnics have depersanal
the abortion cxperienee not for the patient but 1ar

hartian

0, NO 4 OUCTOMR 1w

the dimaan Ear same connmnicatian mas be havited
1o a briet discussion with the patient on the nperating
tabile before surgery

Management pratocols 1n chinies may regiment the
prasuice of medicine For example, some phyaiians
work part-tinie 1n ctinies as independent contractors
As such. they may hase httle input inta protecals tor
patient managenent. thas depriving them of their
tracditional sutonomy 10 cinial decisions Instead of
serving as the captain of the medical tean, the physi-
can muy be anis the “hired help’ tar the day Because
at a percerved lack of miedical contral. some physicans
have been reluctant to wark 1n abortion chinies

Isulatton can occur. Chimcians whase practice 1s
imited 1o abortian services may become estranged
trom the mechical compyimity “In private practice the
atiending 1s still udgineatal, equating aburtion with
Wiert sex ar hostility teward matherhood. His col-
leagie who fuliills lus obligation to society uneler the
new law 1s little better than vesterday's abortionist in
his eves '

The tedium of largely repetitive aperations can be
compounded by the emotional stress surroupding un-
wanted pregnancies and fanulies 1o casi "7 A prace
kee limited ta women with personal crses differs
markedly tzm the usugl muv of patieuits in an absteteie
and g necatogic practice On the other hand  some
phvsicans find helping wenen e rosotve persanal
crises espectlly rewarding

Potentral Solutions

In response tu the growing problem at insattcient
mumbers of dimcans providing abarbion 3 syinpo:
sum sponsored by the National Aburtion tederation
and ACOG was beld iy B0 ta explore the problem
and o recagiuend salntoms ' The recommwndanans
avered three genendl arcas wposnig the traming nf
resident phvsicans, removing disincentives ta abar-
ton provisian. and explornng the nse af physician-
sapenised udlevel dincans o pertorm abartions
Frest, sbortion must be integrated into the main
stream ol resideney traming How this s dane will
necessarily depend on local settings tHigh-qualits
abartion training can be otfered within university res:
wleney programs, as occues o the Uiy ersity ot Noteth
Carolina Schaol of Mediane’ and the University ol
C aliivrnia-San Francisca School of Mediane ' In these
centers, highly visible and well respected taculty teach
cesidents both finst- and seeond-tnmestee abortion In
wime residencies, discassions about abortion are in-
Jduded 10 senunars o medical ethies which helps t
mtegrate abortion inta the curr alitay and to chanlv

resndents” personal teelugs abont the wsae

Gumes  Alvrige Procabers 720
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Where insufhcient patient volume oy high cosls vt
hospital-based care deter such services, extramusal
training In freestanding chinies can be arranged. as
occurs at the University af Vermont School of Medi-
cine. Professional hability insurante coverage fur ey~
\dents traimung m extramural facilitics can pose § rob-
leins Precedents exist. however, tar having tran
extramural sites covered under an umbrella peh v for
residents  Alternatively, abortion clincs niay - cdrn
insurance that will cover physuans working m the

win

faality
Of course. exemptions from traming sho: d be al
lowed for those oppused to aburtion on ¢ higius or
cthical grounds. Howerer. some residents decline not
because they are opposed to abortion but because s
will lighten their work Ivnad if no alternative dulies arg
assigned Othiers mav upt out not because they have ¥
moral aversion to abortion bul brcause they teel no
maral obligation to perform the procedure. some res
idency programs may pressure residents to participate
10 this “clective” activity by requinng them te areange
for their own coverage if they chouse nnt to perfu
abortions  in sonie cases, this translates ito extra
nights of duty
Second, current disincentives to invofvement must
be replaced by incentives Communities must curb the
harassinent of chrucians Actions of Incal law entorce-
went officials can make a difference Vigorous prose-
cution and cunviction ot perpetrators helped o
caanter the epidenue of anti-aborlion violence acrosy
the United States ' flaving one s telephone hines
ammed, door locks glued shut, and fanuly threatened
(Gorney € The Washugtan Post. October 2, 19903
should not be part of the price of practicing mediaine
Working conditions for chiucans newd apgrading In
addition, chncians need ta be granted more authonty
and autanomy m tseestanding chmes
Paymg chimicians appropralely for thew seevices will
likely vvercome nruch of the current reluctance bew
surgeons are willing to receite ane-taurth today what
they did 20 years age for perforning the same epee-
tion Ineguitable compensation for this seivue den-
grates its value to the patient and to souety
Thied, the use of ply siaus ather tun abetetricams
wh ton-physcan providers shoukd be

gyinecolugisty
pursued Far example. suction caretlage is w ell within
the scope of practice of family physians ™ Although
the notion of a paramedic provider nf aboetienas ot
new. U pontradstional providers have recentls es-
tablished an epviable recurd of accomplishiment: Sonse
states. ¢g, Montana and Vermoent, allow 1 dley et
diuaans undee the supervisem of phyvaaans o per-
torm abortions ¥ In Montana, a phy sican asaistant has
been providing this serviee torener 12 vears fnbVer

722 Gnmes  Alvwinn Pl

92-167 0 - 95 - 4

mont. physician assistants have been documented to' 8
have firsi-tnmester abostion complication rates compa-

rable to those of physicians (relative risk 0.9, 95% 3
confidence mterval 0.6-1.4; I .61).2" The requisite *
shills clearly can be acquired by physician assistants,
ts. and nurse-midwives, if they de*

nurse-practitimne
sire to learn
Abortion 1emains the st divisive social 1ssue of
pur tme Despite strong professional support for legal
abagtion (Anterican College ol Obstetricians and Gy-
necologrsts  Abortion attitudes. Little change in 14
vears ACOG News Release, August 28, 1985), theu’
remans a “lack of enthusiasm and even opposition
from fiany gynacologsts, who consider abortion iy
distasteful chore.”® Regrettably, many aspects of
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Chairman HOEKSTRA. Thank you, Dr. Smith.

I believe all the Members have a copy of the proposed changes.
I just have a little question on this. Explain to me why I would not
interpret this as a political agenda when you have added in that
for schools that take a moral or religious objection they have to
make sure that they do not impede—this is explicitly written in the
new. guideline—that they may not impede residents in their pro-
gram who do not have a religious or moral objection from receiving
education.

Then, number two, that they must publicize such a policy to all
applicants to that residency. &’here is the language on the other
side that goes to schools that are required to teach this that says,
“You will not coerce any student to actually participate in tf‘llis
training, and you must publicize that in all your literature that
that is part of your curriculum?” Where is the fairness in this that

-%ou specifically have now put that language in here for people who

ave religious and moral objections? They have to publicize it and
make sure that they do not impede, but on the other side, it is kind
of like, hey, you do not have to tell.

What makes me believe this is not a political agenda?

Dr. D’ALESSANDRI. Thank you very much for the question, and
I can answer that in several ways. First of all, the ACGME has re-
sponsibilities to students, residents, and to the public, and students
who are applying to programs need to know the parameters of
those programs. If those programs have lost accreditation, students
who are applying for those programs need to know that.

This is an important issue for students to know, and the ACGME
council feels strongly that this is one of many important issues that
students need to know.

The second response to your question is that we have tried to
balance this issue of what is appropriate in training for those peo-
ple who will be performing this procedure after their training in
their regular practice in order to make sure that they are com-
petently trained and serve the public well.

This is a legal procedure, and if they are going to be performing
this procedure later on, they should be com petently trained.

The third issue there is that——

Chairman HOEKSTRA. Excuse me. Those that go to other schools
are not competent to provide this training, and you have statistics
to show that? .

Dr. D’ALESSANDRI. I did not say that the schools are not com-
petent to provide the training. I said that the——

Chairman HOEKSTRA. Students coming out of these schools will
not be competent.

Dr. D’ALESSANDRI. The residents who come out of the training
programs that are going to perform this procedure need to be
trained to do this procedure competently, and that is one of the im-
vortant responsibi{)ities the ACGME has to the public.

And, thirdly, I think this does take into account those institu-
tions that have religious, moral, or legal restrictions, and allows
them not to participate and not to actively participate, and all they
need to do is not impede thc:e residents who plan to do this proce-
dure later on from getting training on their own.

Chairman HOEKSTRA. This is balanced?
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Dr. D’ALESSANDRL. I think this is a very balanced approach.

Chairman HOEKSTRA. I think it is fair to say that where ACGME
has come out on balance is much different than where any other
part of this country today has come out on balance in describing
and discussing this issue.

Is it also then safe to assume that based on the testimony that
you have given that the students and the doctors that over the last
number of years that have graduated from the 88 percent of medi-
cal residency training institutions that do not require abortion
training as part of their requirements, that they are really not com-
petent and that the medical training that they have received real-
ly—we have heard testimony that the training that they receive is
not much different and they can handle these situations—you are
basically saying that the majority of the doctors out there today are
basically incompetent in dealing with this issue.

Dr. D’ALESSANDRI. What I am saying to you is that the majority
of medical opinion in this country, the American College of Obstet-
rics and Gynecology, the residency review committee, the program
directors of obstetrics and gynecology in this country, feel that it
is important for this procedure to be trained, to be a part of train-
ing programs during residency in obstetrics and gynecology for
those residents who do not have moral, religious, or legal restric-
tions from providing this service.

Chairman HOEKSTRA. This really does concern me. Obviously
these people are not qualified, and we have many doctors out there.
Is there some way that we can go back and catch these people that
have graduated in the last five or 10 years and as part of their cer-
tification for medical training, that tgey now go back and get this
additional training to make sure that they are qualified to do that?
Is that the next step in this process?

Dr. D’ALESSANDRI. No.

Chairman HOEKSTRA. That for all of these OB--GYNs out there

today practicing, that over the next five years we require them to
be trained?

Dr. D’ALESSANDRI. No.

Chairman HOEKSTRA. Why is that not a natural step?

Dr. D'ALESSANDRI. I did not say that. What I said was that it is
the opinion of medical specialists in this area that training for this
procedure is important.

Chairman HOEKSTRA. Right, and they do not have that training.
So why wouldn’t this be a natural follow-up that says to protect the
public we should have a remedial training program that makes
sure that doctors that have graduated from our medical schools
now get this training?

Dr. D’ALESSANDRI. Because if you have a religious or moral objec-
tion——

Chairman HOEKSTRA. No, but I mean-—-

Dr. D’ALESSANDRI. [continuing] to this, then why should you——

Chairman HOEKSTRA. Eighty-eight percent of the medical schools
have not been training in this practice or it has been an elective.

Dr. D’ALESSANDRL 1 do not, know what you are talking about. I
have not seen that data. So I cannot respond to that data.

Dr. LING. Mr. Chairman, may I respond?

Chairman HOEKSTRA. Yes.
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Dr. LING. The issue of competence on an individual level is to-
tally separate from the issue of requiring the education of that pro-
cedure. What we are talking about here, what you are raising is
are those individuals who have previously trained when there was
no such requirement, are they competent? That is not something
that can be determined as a blanket statement. That has to be de-
termined on a case-by-case basis.

What is important here is that the concern that we all have is
for the quality of care for the patients, and this is a procedure
which requires training, like any other operation. If you will, it is
like a hysterectomy. I do not believe that Congress would feel com-
fortable in trying to teach residents how to perform or when to per-
form or how to manage complications of a hysterectomy.

Abortion is a technique that has many subtleties to it and, there-
fore, must be taught with a degree of sensitivity and mechanical
expertise also. So I think what you are asking is actually a dif-
ferent issue than what the ACGME is proposing here.

Dr. LEVATINO. Congressman.

Chairman HOEKSTRA. Yes.

Dr. LEVATINO. If I may add to this discussion, I think the issue
of training and somehow the induced abortion, there’s something
magic about it in terms of being very different from the training
that every resident gets until it comes out of their ears taking care
of miscarriages—almost one in four pregnancies end in mis-
carriage. That is a lot of patients that you have to do D&Cs on for
miscarriage, spontaneous miscarriage.

Fetal death in utero even in the second trimester is not all that
rare. We see this and deal with this on a regular basis in our train-
ing program.

I really have to take issue with this idea that somehow a resi-
dent must be trained with induced abortion on live kids to be able
to do this procedure competently. As one example, when I grad-
uated from my residency in 1980, the laser was brand new to gyne-
cology. 1 got no training in laser when I was a resident because
there was no such training available.

When this came to the fore in practice, I knew that this was an
important part of my practice. I went, took a course, learned how
to use a iaser with proper instructors, and then went and did my
procedures. It is not that difficult to learn. This idea that somehow
if residents are not forced to do it during their training years as
residents I find objectionable and misleading.

Chairman HOEKSTRA. Dr. Smith, do you really believe that there
is broad-based support at the professional level for these changes?

Dr. SMITH. No, I do not, and I think that it is important for peo-
ple to realize that what happens is there is a political reality about
these program directors meetings that they keep referring to, that
if you kind of understand the corporate culture that exists in aca-
dem.: medicine, these are not meetings where the board, so to
speak, says, “Well, Program Directors, tell us what you want. Let’s
all vote on it, and then we will decide what is best for residency
training.”

Basically what happens at these meetings, and I have heen to a
number of them since 1990 when I first started as Medical Director
at the program I am associated with, the program directors are in-
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formed of what they will be doing, period, and there is lots of dis-
cussion, and there is lots of give-and-take, but I think most of the
program directors who go there recognize that what is basically
going on is you are being told what they have decided you are
going to do. -

At my own organization, I know the American Organization of
Pro-Life OB—GYNs has been writing different leaders in organized
OB-GYN since 1973 when Roe v. Wade became a reality. We have
continuously asked that they poll the clinicians that provide these
services so that they can give us accurate feedback as to whether
or not physicians who are in the field support a lot of their decision
which are patently pro-abortion, and I know of at least two commu-
nications to former %residents of AAPLOG in which the Board stat-
ed, number one, 80 percent of all OB-GYNs support what we are
doing, though thev never had any data to back that up, and num-
ber two, in 1983, I believe, one of the last letters that Dr. Bulfin
sent them, he basically wrote them back and said they were not
going to poil the membership becausz it would cost $5,000 and they
knew what the answer was anyway.

When we polled the entire Nation and spent $40,000 doing it, the
results that we obtained at least froin the people that practice OB-
GYN in this country, almost across the board, did not support vir-
tually any decision that came out of organized medicine in the
name of OB-GYN.

So I do not question that they are concerned and they have their
own opinion about what is best, quote, to educate doctors in the
country. 1 would question, number one, whether they are rep-
resentative. I woulg question, number two, whether they even lis-
ten to people that have any kind of a notion that the prenatal
human being is a person, and we, therefore, have a very big moral
problem with the way they are approachig this issue.

I think that it is also very obvious that if you look and you ask
the people in our profession, that we are just as divided as every-
body else is in the lay community, and so I do not think that any
attempt to demonstrate that this is something that has been
agreed upon in academia is—it has been agreed upon by the people
who sit on the board, but it has not been agreed upon by the people
who actually practice the specialty in this country.

Chairman HOEKSTRA. I will yield to Mr. Sawyer, but I cannot
help but express my disappointment for where ACGME is on this.
In listening to the testimony and having studied this issue, I really
believe this is one where leadership of the medical organizations
has run amuck, that is, a pushing of a political agenda, and I can
only ask a couple of questions.

You know, why are you doing this to Congress? We have en-
trusted you with a significant responsibility, and you have moved
it into a political agenda, and you are going to find that as you
move—you have to recognize the decision you have made. You have
made a political decision and, as such, you can expect political bod-
ies to become involved in that process, which is what nobody on
this panel has wanted to do and was why we entrusted the medical
profession with those responsibilities in the first place.

You have moved out of the box to where you are today. It is not
Congress moving into your box. You have moved out of your sphere
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into ours, and that is whv we are having this hearing. That is why
we are going to be proposing legislation, and that is why we are
dealing with this issue, because of the political decisions that you
have made.

I will now yield to Mr. Sawyer.

Dr. D’ALESSANDRI. May [ respond to that?

Chairman HOEKSTRA. I am yielding to Mr. Sawyer.

Mr. SAWYER. Mr. Chairman, I would be pleased to have Dr.
D’Alessandri respond to the comment if you would be comfortzble
with that.

Chairman HOEKSTRA. Yes, fine. It is your time.

Mr. SAWYER. I know. I just want to observe that we did not keep
time on vour turn.

Chairman HOEKSTRA. It must have been an oversigh.. We did
not keep time on my time? I am sorry about that.

Mr. SAWYER. We did not.

Chairman HOEKSTRA. We will be very generous with the gavel as
we traditionally are in this committee.

Mr. SAWYER. I thank you, sir.

Chairman HOEKSTRA. Thank vou.

Mr. SAWYER. Doctor?

Dr. D’ALESSANDRI. My comment is, first, that this is not a politi-
cal decision on the part of the ACGME. This process came up as
part of the normal review for these guidelines over two years ago.

In addition to that, the standard that had been set many years
ago was the requirement for family planning. Within that stand-
ard, training and abortion was part of that standard. It had always
been part of that standard, and the only thing that the new stand-
ard does is make that more explicit and put it into language that
is much more clearly understood, but that has been the standard
forever or at least for the last 10 years for this RRC.

Mr. SAWYER. Thank you.

Let me just observe that politics is not limited to publicly elected
political bodies. Politics exists within corporate structures, within
universities, within labor unions, any place people come together.
The decisionmaking process particularly around divisive issues in-
evitably involves the give and take of human tensions, which is, in
part, one of the characteristics of the work that we do here.

I clearly sense that there is a political division within the profes-
sion, and I think that we do well to acknowledge that here. I take
on face value that the traditional role of the medical profession as
it comes before us today has sought to acknowledge that political
difference perhaps not to the satisfaction of those represented
across this panel, this panel representing a broad spectrum of dif-
fering views within the profession.

But I have to return to the issue that I raised, Mr. Chairman,
when we began this hearing, and that is the long and well accepted
tradition that the Congress not engage itself in the establishment
of specific accreditation standards for educational programs. We
have always deferred to experts from the chosen field or profession,
and the Federal Government has never, to my knowledge, involved
itself in the determination of the appropriate level of education re-
rjuired to practice in a particular medical specialty.
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Let me just turn to the two folks who have been engaged in this
cirectly, this process, Dr. Ling and Dr. D’Alessandri, about why it
is most appropriate for medical experts to make these kinds of deci-
sions and whether you both would agree that it would be a dan-
gerous precedent to transgress that longstanding tradition.

Dr. Ling. :

Dr. LING. As I mentioned before, I believe it would, indeed, be
most appropriate to turn to those with the greatest expertise in the
area with the greatest access to the scientific knowledge that we
have to determine the standards by which we are educating the
practitioners of the future, and 1 believe that ACOG has stood by
those principles in its goal of trying to represent the practitioners.

1 would like to take a moment just to clarify because 1 know this
committee is meeting for informational purposes. 1 think it is im-
portant that you have all the information. Dr. Smith referred to a
survey which is purported to represent more accurately the feelings
of obstetricians and gynecologists when in reality it does not. It re-
ceived only about 25 percent response of the 37,000 or so question-
naires that she sent out.

Interesting enough, of those 25 percent respondents, only 16 per-
cent actually considered themselves anti-abortion advocates. So 1
think that when yc.a start looking at surveys particularly with re-
gard to very emotional issues, the science of those surveys, how
well representative they are of the people who are surveyed has to
r- ally be kept at a very modest level.

But I think that what the committee ought to try to focus on is
how best to take care of women, to provide the best health care for
these patients as we try to do in our practices. We recognize that
individual pnysicians will choose not to perform abortions, but at
least they have the training by which should they be required to
do so on an emergent basis they will have had the optimal oppor-
tunity to do so. ‘

Mr. SAWYER. Dr. D’Alessandri.

Dr. D’ALESSANDRI. Professionals who provide services and teach
must be allowed to oversee the curriculum for the professinnals in
their programs. It would be a disaster for Congress or a legislature
to become involved in defining what is the appropriate curriculum
for a physician, whether in obstetrics-gynecology or internal medi-
cine or any area.

Could you imagine what xind of program we would have if we
would zliow that? It would be aluiost as bad as the ACGME pass-
ing laws for the country. That is not something that ACGME does
or is interested in. It is not a political organization in the sense of
doing anything more than looking at quality in programs a.d ac-
crediting those programs to protect the public.

I think it is really essential that the education for our profes-
sionals, for the lawyers or physicians or whatever, remain in the
hands of those people who understand it best, and, yes, there is dif-
ference of opinion within the profession, and, yes, there should be.
But this issue that I think I am hearing today extends beyond the
profession and is something totally different.

As long as this is a legal procedure, we should be training people
so that they can perform it competently.
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Mr. SAWYER. We have heard several times both from Dr. Smith
and Dr. Levatino that the surgical techniques and the treatment of
stillbirths and miscarriages are identical to elective abortions.
Could you comment on that and whether or not those techniques
are sufficient for induced abortion?

Dr. D’ALESSANDRI. Dr. Polen is here with me. He is the Vice
Chair of the RRC and an obstetrician-gynecologist. I think he could
answer that very well if you would allow that.

Mr. SAWYER. Mr. Chairman, we would have no objection.

Chairman HOEKSTRA. | believe we have some experts on the
panel who are—— .

Dr. LING. I could answer that, Mr. Congressman.

I think what we are dealing with here are a wide range of pa-
tients. The issue of just the mechanical techniques is only part of
the overall picture. The needs of a patient who has undergone a
spontaneous miscarriage is one very sensitive issue, but the needs
of a patient who is facing the dilemma of carrying a pregnancy,
whether conceived under unusual circumstances, is totally some-
thing different, and in order for our physician: to have the maxi-
mum ability to deal with both the emotional, psychological, as well
as the technical issues, being exposed to the whole gamut of this
wide myriad of patients is very important in order to insure that
a patient is being taken care of by the most competent of practi-
tioners. .

Mr. SAWYER. Let me ask one closing question. I would agree that
it is genuinely a sad reality that over a million and a half abortions
are performed in the United States every year. Is there any other
procedure performed this frequently for which a physician does not
need to be trained?

Dr. LING. Very simply, no. There is no other procedure that falls
in that category. Clearly, to give patients the best care, the physi-
cians and the practitioners must receive the best training possible
to render the hest care.

Dr. D’ALESSANDRI. I know of no other procedure.

Mr. SAWYER. Thank you.

Thank you, Mr. Chairman.

Chairman HOEKSTRA. Mr. Weldon.

Dr. WELDON. Thank you, Mr. Chairman.

My questions I would direct first to Dr. D’Alessandri and Dr.
Ling.

As a physician myself who is pro-life, I have had the opportunity
to discuss this issue with a number of my colleagues over the
years, and while I find that very many of them take a pro-choice
position on this issue, they usually always say to me that they
would never perform the procedure, and they wonld never consider
performing it, and when you ask them why, it is because they are
very well aware of the fact that it is the taking of a human life,
and they like me went into the field of medicine because they want-
ed to help people and care for people and heal people, and that this
particular procedure runs directly in contradiction with those moral
principles that led them to go into the medical profession.

Now, in essence what you are going to be doing with your new
accrediting requirements is pushing more residents intn learning
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this procedure, and that is, in effect, something that they do not
want to learn and that they do not want to perform.

At least when I was in, as an internist I did not go through an
OB-GYN residency, but when I was a medical student rotating on
the OB—GYN service, there were some residents who did not want
to have anything to do with this procedure. There were some fac-
ulty members that did not want to have anything to do with the
procedure, and the system seemed to work out very nicely in that
they could just stay away from it, and the ones who wanted to
learn it and the ones who were willing to do it could teach the ones
who wanted to know it, but in effect, you are placing a further
mandate on this procedure. At least that is what it appears to me
from reading your regulations that you are trying to promulgate.

Dr. D’ALESSANDRI. No.

Dr. WELDON. And then I would additionally like to say that you
have put us in an awkward position because we have delegated au-
thority to you to regulate the profession or at least we have indi-
rectly delegated it by not getting involved, and when you pass a
regulation like this, it will put us in an awkward position in the
sense that to get Medicare funds for reimbursement for residents,
they have to be in an accredited program, but we passed the Reli-
gious Liberties Act, which says that you cannot force people into
this, and there is a lot of indirect coercion that goes on in training
programs.

At least when I was a medical student and I was on call one
night and the resident told me he was going to do an abortion, I
was in the awkward position of either saying, “Yeah, I will come
along and watch,” or annoying this guy and in effect perhaps jeop-
ardizing my ability to get a reasonable grade out of the course.

So if you could comment on some of these things, I have some
very, very seriow. concerns about what you are doing, and I have
to say I agree w ": the Chairman on this issue that this seems to
me to be a very politically motivated agenda.

Dr. D’ALESSANDRI. Mr. Weldon, let me comment that during your
training and your experience and your ability to say, “No, 1 do not
want to perform that,” what we have done with this guideline is
to maintain the exact same conditions for residents. If the resident
says that they feel that they have a moral or religious objection to
doing this procedure, they will not have to do that procedure. That
has not changed whatsoever.

And, in fact, what we have tried to do is to make sure that there
are good protections for residents. One of the respousibilities the
ACGME has is not only to the student, but also to the resident,
and so, therefore, we will insure that residents who have moral or
religious objections to performing this procedure will not have to do
that.

Dr. LING. As an extension of that, the training of these residents
who choose to utilize these skills must be as good as it can possibly
be in order to maximize the quality of health for these women. Yet
we all recognize the fact that some physicians even who are
trained, who during residency choose to obtain this training, may
choose not to utilize those skills or may be forced to utilize those
skills in an emergency situation, but again, we would all certainly
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want the physician to be able to apply at his or her own choosing
those techniques.

Dr. WELDON. Well, let me just go back to the original regulation
that you proposed. Now, I realize you are attempting to change
that, but the language that you originally proposed stated that
such residency programs must have mechanisms which insure, in-
sure, that residents in their program who do not have religious or
moral objections receive education and experience in performing
abortion; you are saying performing abortion, not dealing with com-
plications.

Dr. D’ALESSANDRI. That language has been changed, Mr. Weldon,
and I have provided a copy of the revised language, and as I testi-
fied earlier, this was done subsequent to meetings with the Catho-
lic Health Association, with Dr. Fishburn who is the chair of the
RSC, Mr. Allen, who 'is the chair of the ACGME, and myself and
a number of others, and understanding their position a little bit
better than perhaps we had, so the language has been changed so
that it is that they do not impede residents in their program. They
do not have to take an active role in providing this.

Dr. WELDON. Well, just to go back to what the Chairman said
earlier in your new proposed regulations where you have, number
one, they shall not impede and, number two, must publicize such
policy to all applicants to that resider:ce; I think it would be a rea-
sonable thing to also require that they must publicize that they
will require residents to receive this training to allow those appli-
cants to the residency program who object to this procedure to be
aware of what they are getting into in the training program.

I am running out of time. I would just like to direct

Chairman HOEKSTRA. We are running a generous gavel.

Dr. WELDON. We are?

Chairman HOEKSTRA. Yes.

Dr. WELDON. QOkay.

Chairman HOEKSTRA. I hope you are not offended, Mr. Roemer.

Mr. ROEMER. We will take that under consideration, your rec-
ommendation, sir.

Dr. WELDON. Dr. Levatino, you said that you were performing
abortions and you now no longer do. If you could, if you do not

mind, if you would please explain why you abandoned that proce-
dure.

Dr. LEVATINO. Explain why?

Dr. WELDON. You abandoned performing abortions as part of
your practice.

Dr. LEVATINO. To tell that story completely would take more time
than I think is reasonable, but I had no religious or moral com-
punctions about doing abortions as a resident, and as I said, I was
one of only three practitioners that I am aware of in the capital dis-
trict around Albany, New York, that performed D&E or second tri-
mester abortions up through 20 weeks. I was very popular in terms
of getting referrals for that procedure because so few physicians do
them.

When I was engaged in my training as a resident, I was learning
to do abortions and doing a fair number, as I said, had no com-
punction about them whatsoever, but at the same time happened
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to have a situation where my wife and I were desperately trying
to adopt a child because we could not have one of our own.

We were also very fortunate in being able to adopt. I have mixed
feelings about abortion only because of my own selfish reasons at
that time, because of the inability to find a child and knowing darn
well that I was part of the problem, one of the reasons why I could
not find a child to adopt.

Once we adopted our child and had our family, those concerns
evaporated because, as I said, my selfish goal was achieved, and as
I said, in private practice I continued to do abortions for five years,
again with no compunctions about them.

Two things really drove me out. One was I got a belly full of see-
ing bodies ripped apart in D&E abortions with literally those little
dead faces looking up at me from the table. It is absof'utely abhor-
rent, and what really hit me across the head was that the little girl
that we were finally fortunate enough to adopt was killed in an
auto accident, and she literally died in my wife’s and my arms, and
having gone to that and then trying to get back to business as
usual, I could not. I could not possibly tolerate it, and I stopped.

Dr. WELDON. Well, I appreciate you sharing that. Obviously that
is a very sensitive issue.

Dr. Elkins, did you have a comment that you wanted to make?

Dr. ELKINS. Yes. I think one of the things that we might say that
might be helpful to this discussion is that we keep talking of abor-
tions as if they are all one entity. Mid-trimester abortions, espe-
cially D&E, is a very complicated procedure, and I am wondering
if, you know, as they are thinking of revisions even further, which
I hope they will do, I wonder if the ACGME would not consider
separating out the concept of mid-trimester abortion training,
which I think all of us have had to do that procedure which occa-
sionally it is in every way medically indicated.

That is a procedure that does require some training. What we
are talking about here is the first trimester procedures, which we
are being all pushed now to participate, which makes it appear to
all of us to be overtly a political statement on the part of the
ACGME, not a medical one, which is what we keep coming back
to.

If they separate out in their thinking the mid-trimester proce-
dure, which is a difficult one, from the rest of terminations of preg-
nancy, it will make more sense to OB-GYN programs, to all of us,
because it is a distinctly different. complicated, and complex proce-
dure that does require somebody to teach you how to do it besides
what some of our residencies do provide. There is a big difference.

What we have here today from the ACGME, and what all of us
have read in their papers and literature that they have sent to us
appears to be a political agenda. That is what is so bothersome to
us, and none of us want politics involved here, from the committee
or from the government. I think maybe it might help if they consid-
ered this a little separately in their further deliberation.

Dr. WELDON. Thank you, Mr. Chairman.

Chairman HOEKSTRA. Mr. Roemer.

Mr. RogMER. Thank you, Mr. Chairman.

As this panel is learning quickly, and as the audience probably
already knows, Members of Congress, although we say that we are
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not going to get involved in issues, we pontificate and promulgate
on everything from sewers to space, from flag burning to flag wav-
ing, and I am sure that we will give you our opinions on this issue
and other issues today and tomorrow, and there is a great deal of
concern about this standard.

I personally think that this standard is unclear. It needs clari-
fication, and I think that it has tipped the balance, so to speak. I
have a number of questions about the old language and the new
language and what you are attempting to clarify.

Specifically, Dr. D’'Alessandri, let me ask you a couple of ques-
tions. You have expanded the language now to include in the first
sentence in the new language “experience with an induced abortion
must be part of residency training, except for” and the new lan-
guage here is “programs and” and then the old language, “residents
with moral or religious objections.”

So you have included now programs in addition to residents. Out
of 268 residency programs, about 31 of those, I believe, are Catholic
residency programs, and my question would be very specifically to
you: given the conscience clause exclusion on ethical and legal and
religious exclusion, how will both individual residents and now pro-
grams which you’ve expanded it to, how will these people and pro-
grams be eligible under the conscience clause exclusion? What proc-
esses could they go through to gain this now?

Dr. D’ALESSANDRI. Okay. The way this would be evaluated, and
this is, I think, what you are asking me, is that during the resi-
dency review of the program, the program would identify itself as
a program having a religious or moral objection. Therefore, those
questions related to the performance of abortion during the resi-
dency would no¢ be relevant.

The residents would be asked if they have a religious or moral
objection, as well, and thiose would be noted.

Now, within the residency program, the last part of this also
makes it the requirement that the program notify applicants of
their religious or moral objection to tge performance of this proce-
dure. So residents coming into the program would understand that
and would know about that.

Mr. ROEMER. So, zgain, I think I need more clarification. So if
you are one of the 31 Catholic hospitals that is now eligible as a
program to be excluded under the conscience clause, they still have
to go through all of these other steps, although they are recognized
as a program, to not impede residents, to publicize policy to all ap-
plicants in the residency, and do all of that, even though they are
eligible as a program to be excluded under the conscience clause?

Dr. D’ALESSANDRI. They need to inform applicants, yes.

Mr. ROEMER. They still need to go through all of these things?

Dr. D’ALESSANDRI. They need to inform applicants. I am not sure
what you mean by all of these things.

Mr. RoeMER. Well, number one and number two.

Dr. D’ALESSANDRI. Yes.

Mr. ROEMER. Has the Catholic Health Association agreed to this
new language?

Dr. D'ALESSANDRI. They have looked at the language and, I
think, feel that programs at their hospitals can meet this standard.

Mr. ROEMER. But is that a ringing endorsement?
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Dr. D’ALESSANDRI. | think from that association that is probably
a ringing endorsement.

{Laughter.]

Chairman HOEKSTRA. Mr. Roemer.

Mr. ROEMER. You are not putting the words in their mouth.

Chairman HOEKSTRA. If the gentleman will yield.

Mr. ROEMER. I will be happy to yield.

Chairman HOEKSTRA. I believe that we have information that
states that the Catholic Health Association does not support this
new policy. Their hospitals may meet this requirement, but that
does not mean that they support this policy.

Mr. ROEMER. Okay. Well, I thank the Chairman for clarifying
that.

Dr. D’ALESSANDRI. | gave you my opinion of what that statement
meant.

Mr. ROEMER. You were saying that you thought that the Catholic
Health Association did endorse this language.

Dr. D’ALESSANDRI. No, I did not. I said that they can meet this
requirement. '

Mr. ROEMER. But I asked you did they support this language.
You said that they could meet the requirements.

Dr. D’ALESSANDRI. That is correct.

Mr. ROEMER. My question was do they endorse this.

Dr. D'’ALESSANDRI. That is correct, and I said I thought that that
was a ringing endorsement, but I did not mean to imply that they
had endorsed this.

Mr. ROEMER. Another question I would ask to Dr. Ling. Dr. Ling,
you used one of the hypothetical examples in your testimony about
the need to provide these abortion techniques, and one of the exam-
ple was that a woman finds out that she has a birth defect and
that there is not a doctor within 250 miles that can perform the
abortion.

So were you then saying that we need to train residents with
abortion techniques so as to immediately come in within, what, a
two-hour period or a 10-hour period and perform an abortion based
upon the decision of the doctor and the family and the woman?
Why does that have to be in such an expeditious time frame? Why
would that be a legitimate example?

I certainly understand, although do not agree with, your example
of the woman hurt in the car accident, but how then do you make
the assumption that this needs to be a technique based upon a
medical hypothetical where the time factor might not be as needed
as in the first example you used?

Dr. LING. | appreciate that question because it does, indeed, ad-
dress the subtleties with which we are dealing with a wide range
of clinical cases. What I excerpted for you in my testimony were
three specific examples in only one physician’s experience over the
last year in his midwestern practice, where patients that ulti-
mately were needing treatment with techniques of abortion did not
have physicians who were prepared to provide those services, in

some cases on a more emergent basis, in other cases in a less emer-
gent basis, but nevertheless cases in which the option or the oppor-
funity to even have someone discuss with them in a knowledgeable
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fashion the pros and cons so that she could make an informed deci-
sion was not even available.

I think that is why the concept of allowing the education of all
residents who do not have a moral or legal or other type of restric-
tion on them, allowing the maximum number of people to be ex-
Fosed to the best education and training possible, will ultimately
ead to what we all want, which is the best care of patients in ai-
lowing them to control their own destiny as far as owing what
the complications, the benefits of various techniques and therapies
are,

Mr. ROEMER. Certainly seen from my viewpoint, and obviously I
am not a physician, but you were making a decision based upon
there was not a doctor within 250 miles rather than the care of the
patient, and again, I think that is one of the reasons why this lan-
guage needs to be further clarified.

Even the new language, I think, needs to be further clarified in
terms of its intent, in terms of the conscience clause and exclusion.

I would just sum up with one final question, Mr. Chairman, and
that is in reading through the graduate medical students’ choices
of residencies, and maybe this question becomes a little bit more
moot if there is language put in that further exempts these Catho-
lic hospitals and programs, but I do not think this language does
it especially since the Catholic Health Association is not in favor
of it, but it seems like students have little choice as to wha® school
they can pick. It is more like a national lottery system.

Are there any efforts to change that system so that we do not see
the kind of conflicts that are arising in this debate?

Dr. D’ALESSANDRI. The ACGME is not involved in the residency
matching program. It is not part of that.

Mr. ROEMER. I am not specifically asking you to comment on that
as a member of your organization. I am asking you a question
about what seems to be a very, very random process. Are there
suggestions from you in terms of not your position on the council,
but from your position as a physician? What do we do to address
that randomness and the resulting conflicts that come about?

Dr. D’ALESSANDRI. I do not think it is quite a random selection
as it may appear, Mr. Roemer. I believe that students actually do
get to choose, and I think that in our institution at West Virginia
University School of Medicine, for example, 85 percent of our stu-
dents receive their first choice, and probably 98 percent or 95 per-
cent at least receive their first or second choice.

So I do not think it is quite as random as it might appear

Mr. SAWYER. Will the gentleman yield for just a moment?

Mr. ROEMER. I would be happy to yield.

Mr. SAWYER. If I could, Mr. Chairman, because I am not sure I
am going to be able to return after my vote, particularly when it
comes to program and hospitals, we have been operating under, I
think, an assumption that a hospital that refused to fully comply
with this changed standard would lose its accreditation and there-
by be denied Federal funding. Is either of those circumstances the
intent of the ACGME?

Dr. D'ALESSANDRI. Not only not the intent, Mr. Sawyer, but to
my knowledge no program has ever lost its accreditation because
of failure to meet this standard.
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Mr. SAWYER. This standard in its currently proposed form or in
any of its previous iterations?

Dr. D’ALESSANDRL In any of its previous iterations, which re-
quired training in abortion procedure.

Mr. SAWYER. Thank you very much.

Thank you for your latitude.

Mr. ROEMER. Mr. Chairman, I would just say that I will continue
to have deep concerns about even this new language, given that the
Catholic Bishops and the Catholic Health Association and a num-
ber of the very, very relevant organizations that are directly in-
volved in the negotiations on this very sensitive point do object to
this new language, and I think that there will be considerable con-
troversy about t%e new language even though certain opinions are
that it solves some of these problems.

And I thank the Chairman.

Chairman HoeksTRA. Thank you.

The subcommittee will recess and reconvene at three o’clock.

[Recess.]

Chairman HOEKSTRA. The subcommittee will reconvene. Thank
you.

Mr. Souder.

Mr. SOUDER. Thank you, Mr. Chairman. I appreciate the oppor-
tunity to be able to ask questions today and would also like to be
able to ask some further questions in writing and also allow the
witness to answer in a litae more detail after the hearing for the
record because some of the questions I want to ask I would like to
get some factual things on the record that we have left a little bit
up in the air.

I first want to state just kind of as an opening comment of what
is likely to be the major debate if any legislation is to come up and
put myself on the side of the Chairman as far as it may seem to
the association that we are entering a political process or that it
did not seem like a political process. Personally I question that,
and I really think that part of an exchange like this is that we
need to treat each other as adulits.

You made a political decision. It obviously had not used the word
“gbortion” in your language before, and you have done that. You
have now cntered the most contentious modern issue, and you have
put us in a situation.

Of course, we have the right as stewards of taxpayer dollars to
then intervene. If you would deny certification to African-American
doctors or to Asian doctors, we would step in and not allow Federal
funds to be used. When you put yourself in the political arena, you
are now in the political arena. I wanted to make that statement on
the record because that is one of the things we are likely to debate.

But there are a couple of factual questions that I wanted to get
into. One is the survey. Dr. Smith, there was some question. Is it
accurate that you had about a 25 percent resgonse rate and 9,000
responses? Was your organization identified Was it an outside

firm? Did people know who it was going to, questions like that?
Was it geographically balanced?
Dr. SMITH. Yes, I do want to talk about the survey. Number one,
the survey was sent to 37,000 OB-GYNs throughout the Nation.
Mr. SOUDER. By your organization? _
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Dr. SMITH. By my organization, American Association of Pro-Life
Obstetrician-Gynecologists.

We identified ourselves. The results were tabulated by a private
firm. So we had no control over the answers that we received. We
asked, which is something that organized medicine has failed to do,
about this particular issue. We at least asked people: give us your
answer.

We had 10 questions we asked, which I have provided for the
committee, and we identified who we were. We received a 25 per-
cent rate which was 9,000 questionnaires returned out of the
37,000 sent.

To assume that that, therefore, is not representative of what
OB-GYNs think in the country, first I would say, look at surveys
that are done on this issue. I am sorry I did not bring it with me,
because I had actually a pamphlet on scientific or what you call
probability surveys. Probagility surveys mean that you can draw
statistically valid conclusions from the results that you get.

On this particular issue they said generally you need at least a
response rate of 1,500. That is the first thing.

The second thing is that when you look at when the abortion
issue was asked by people throughout the country, the breakup on
answers to questions that we asked was identical to questions that
are asked o(} Americans of every shape and form. So the assump-
tion that because it was only 25 percent is not representative, I
would say that our survey represents very accurately the divisive
nature ofythis issue, and because OB-GYNs are people like other
people, it is not surprising that our survey results were very com-
parable to what other scientific results have shown.

Mr. SOUDER. If I could get some =dditional information on the
record, I think your last statement is accurate. It may not be a sci-
entific sample, although doctors, I would assume and from my per-
sonal experience, are a little less shy even if they are against a
group. Certainly by having it be the group it skews it a little. Nev-
ertheless, 3,600, if you take the 40 percent who disagreed with you,
responded, and one of the questions that I had was not this kind
of in generic meeting terms, but in the association when you polled,
do you have any evidence of 5,400 on one side or 3,600 on the other
side of any people asking you to change the policy or against the
policy in your files? '

In other words, it is one thing to say this 9,000 is not representa-
tive. Dr. Ling cited three cases from one doctor, but did you have
a groundswell? Do you have lots of letters that were demanding a
change? Any evidence that a change was demanded when you have
a survey that at the very least shows the divisiveness?

Dr. LING. Again, I think that from the standpoint of ACOG, the
issue here is the quality of care of patients and optimizing the .
quality of care for those women for whom we render the care. It
is based upon what we believe to be the best scientific evidence and
the best use of the expertise that is available to the specialty,
across the specialty.

We certainly recognize the fact that there is divisiveness. You are
exactly right, Mr. Souder, tecause, indeed, the American Associa-
tion for Pro-Life Obstetrician-Gynecologists is what we call an in-
terest group within ACOG. It is a recognized interest because it is

1)y




101

not something that we want to exclude. In fact, we embrace the di-
verse nature of our practitioners because there are many varying
views.

Mr. SOUDER. Apparently you did not have any demand from the
membership of the committee decision that decided as far as your
medical standards. In other words, you did not poll or you do not
have mail or you do not have people saying, “Oh, we have got peo- -
ple who are practicing abortions who do not know what t ey are
doing.” There is no even informal evidence of the need. It was a de-
cision from the top that you needed to include it in the training.

Dr. LING. No, sir, that is not correct. ACOG has historical evi-
dence, both surveys in the 1970s and 1980s. They were not a vote
per se. They were random distribution of surveys to ACOG fellows
at the time, and fully 85 percent were in favor of the position that
ACOG was taking.

Mr. SoUDER. I would be interested in seeing any evidence like
that or others of contact and needs that led to this.

Dr. LiNG. I will make sure that ACOG does forward that infor-
mation to you.

Mr. SOUDER. Another question——

Dr. D’ALESSANDRI. Mr. Souder, excuse me.

Mr. SOUDER. Yes, sir.

Dr. D’ALESSANDRI. You have to understand there are two dif-
ferent organizations here. The ACGME, through its residency re-
view committee, also as I described the process, asked for comment
from many organizations across the country. We received over 300
re‘sﬁmses, and many of these are from large organizations, the

, the AAMC, other groups, also the College, as well as other
groups, and we received about 300 favorable responsvs.

Mr. SOUDER. On the abortion language in particular?

Dr. D’ALESSANDRI. That is correct, and about 80 negative re-
sponses.

Mr. SOUDER. Any information you can provide on the specifics of
that would be helpful.

Is it true that the Medical Ethics Committee of ACOG rec-
ommended against this?

Dr. D’ALESSANDRI. Dr. Ling should answer that since he is rep-
resenting ACOG.

Dr. LinG. The College position was not against the specific lan-
guage. I think it is important to understand that the College has
not been able to respond to the language or has not even seen the
language that has been presented this afternoon. So ACOG has not
been able to respond to what we are looking at.

Dr. D’ALESSANDRI. Let me answer that also, sir, if I might be-
cause this is a process, as I described before, that went over several
years and comment was asked at many different stages and at
many different stages of the development of this document.

There was comment which said, you know, we are not happy
witg. the way it is stated at this puvint and modifications were
made.

Mr. SOUDER. Dr. Smith made a very specific point. The Medical
Ethics Committee of the American College of Obstetrics and Gyne-
colo%y recommended that such a policy not be adopted. Is that
true?
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Dr. LING. I think it is important to understand that ACOG's posi-
tion was that institutions and individuals should not be coerced,
and that is constant with what we are talking about today, allow-
ing individuals and institutions to self-select into their participa-
tion in these activities.

Mr. SOUDER. I would appreciate getting a copy of the statement
with comments from Dr. Smith and from the association because
I realize the language is still formulating even as we participate in
this hearing today, but it would be very helpful for us when we
hear a very specific thing like that to be able to sort through that
difference.

Dr. Ling had several very specific cases that you use as an exam-
ple and imply that they showed the need for this. I wondered if Dr.
Levatino, I think, or Dr. Hannigan could comment on the specifics
of those three cases, and then if Dr. Ling would like to make a
comment, too, I am curious as to why you think the existing medi-
cal training that was there would not have been able to handle
these and would that not be true of other things as well.

In other words, somebody may have a medical degree but not be
able to handle a specific rariation even if they had one short class
or whatever. In other words, it may not alleviate the problem.

Dr. HANNIGAN. The cases Dr. Ling brought up concerned mid-tri-
mester abortions which actually would not be covered by this par-
ticular change in the policy. This has concerned itself largely with
induced abortion in the first trimester.

Also, the conditions, I think, even though they were tragic would
fall within the purview of a person adequately trained in maternal-
fetal medicine and could be handled, I think, by a maternal-fetal
medicine specialist or even a well trained obstetrician.

Dr. LEVATINO. I want to echo that all of these are second tri-
mester situations. We have a dead fetus at 23 weeks at one point,
and we have two live fetuses in the other two examples. I dare say
there is not a resident in my program either who does or does not
d}? abortions on a regular basis that would not know how to handle
these.

Dr. LING. I appreciate Dr. Hannigan’s and Dr. Levatino’s com-
ments on that, except they have totally misconstrued the purpose
of those examples, and I think.they are misrepresenting to the
committee the purpose and the intent of ACOG’s position.

The point is that these were patients who had actual conditions
for which at least in those circumstances had a physician who had
not had previous training in handling abortion techniques. Those
patients’ needs could have been addressed more directly and by a
more highly qualified clinician.

By no means, as Dr. Hannigan has suggested, is the issue of in-
duced abortion the case here. What we are talking about is just
teaching educationally the techniques that some physicians may
need in their practice. So I think that, again, what we are trying
to provide unere is a statement that will allow the best training for
these physicians to render the best care to patients in the long run,
irrespective of the circumstances in which they find themselves.

Mr. SOUDER. I would like to make sure that the record is clear,
and if anybody wants to make further comment in the record on
that, which is that in reality you all kind of passed ships in the

10ho)




103

night there. In fact, your cases do not prove that anybody who
would have had a course in a school would have necessarily been
trained because somebody may have graduated for some period of
time, may not have worked with this, may not have been com-
fortable with that procedure. Not everybody Knows every individual
thing. They did not necessarily establish that they would know
every individual angle either.

The fact that somebody could not perform it at that particular
point does not mean that that person did not actually go through
a college where it was offered because you do not know that, and
I do not know that. He may just not have felt that he was qualified
to perform the abortion or wanted to perform the abortion because
the doctor has a choice whether to per?orm the abortion.

Dr. LING. That is exactly correct, and again, I want to reiterate
that no one at ACOG, at the College, is trying to represent the
need for abortion to be done by every physician. All we are trying
to do is maximize the opportunities for patients to access knowl-
edgeable physicians, whether or not they perform the abortion, so
that if information is needed, if procedures are required, that they
have a greater opportunity to receive that treatment or informa-
tion. Either may be the case.

Mr. SOUDER. I will get to you in just a second, Dr. Smith. I had
one other point I wanted to make, and that is that this is a tough
debate. Those of us who are very much against Federal regulation
of health care, if this did not come into the political arena the way
it did, would be very uncomfortable with this type of debate even
though I am very pro-life.

But Dr. Ling raised an even more controversial question that
puts this over the edge, really, and that is that you said it was not
just a matter of training. We have some of the mid-trimester ques-
tions, some of the details that we were going through there, but
you said a lot of this is just making people so they can give better
counseling and can give better advice to young girls considering
this decision, which is clearly political since counseling is banned
by Federal law because we do not allow Federal funds to be used
for abortion counseling and have no intention.

That was when you were addressing the question of the proce-
dures. You said it is more than just procedures, that you also need
to be able to counsel, help a young person walk through the deci-
sion and do that. That is, if you have Federal furids involved in it,
Federal abortion counseling.

Dr. LING. Mr. Souder, if I may clarify what I think is a mis-
understanding on your part, if a patient asks a doctor, “What hap-
pens if I have an abortion? What are the potential consequences?
How might I feel?” I think any physician would want to be able to
provide that information to that patient. 1 think to take no position
and give the patient no information is doing the patient and society
a digservice.

All T was suggesting was that patients would receive better care
if the physician that they are with can answer their questions. I
believe that is better served by allowing those residents to have ac-
cess to training during their training program.

Mr. SoUDER. I definitely understand your point as far as the
technical, medical and safety, but when you get into abortion coun-
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seling, you have entered a no-main’s land, a very difficult subject,
where it is a very fine line as you are couanseling somebody between
the health risks and the really moral, personal, family decision,
and it takes very little time. It does not really require a special
course to tell somebody the health risks.

Dr. LinG. No, sir, and I agree with you 100 percent. I have found
myself in that very position, trying to help a young woman, in some
cases a very young woman, and her parents make a very difficult
decision, and I believe that you are exactly correct.

However, as an obligation to a patient, those of us who provide
medical care should be able to deal with those procedures and
those techniques that are legal, and that certainly ir this particu-
lar case I am not trying to imply that the physician should be di-
recting a patient to obtain abortions. All I am trying to d» is maxi-
mize the patient’s access to the information that will w.ic iaem
to get better health care.

Mr. SOUDER. I know Dr. Smith wants to make a closing comment
in relation to that. I hope that you will take into extremely strong
consideration so we may not have to do regulation that you have
tilted the balance when you say you must publicize one side. In
abortion counseling, at a very minimum, even on the medical facts,
you should inciude the dangers of having an abortion and gll the
sides with that in that mix.

And, Dr. Smith, I said I would give you a chance. I am sorry I
did not get to you quicker.

Dr. SMiTH. Okay. Thank you.

I would like to say that I have worked 15 years in the inner city,
and I have dealt with patients, every single patient that he has
listed here. I have never done an induced abortion, and I have
taken care of people in worse situations than this.

You do not need to do induced abortion, and particularly some
of these dismemberment techniques. I have used things like
prostagiandins and other things when you have to take care of the
mother and her life is at risk. You do not need to learn the destruc-
tive techniques that have been discussed here. It is totally unnece:-
sary in order to take care of critically ill patients.

And th second thing, I do a lot of abortion counseling because,
number 1e, I take care of post-abortion syndrome victims who
come to my office, who cannot get the counseling from the abortion-
ists who do the procedure after the procedure, and because I am
a primary care physician, many women all of whom know that I
am pro-life will often ask me questions like, “Is it going to hurt?
How much does it cost? I don’t know what to do about this.”

I think whether you are pro-life or pro-choice, if you are a physi-
cian and you are a primary care provider, you have to deal with
this issue, particularly if you are an OB-GYN and you do not need
pro abortion propaganda people to come and tell you how to do it.
You do it because you care for the patient. You know the patient,
and you empathize with the patient.

Mr. SOUDER. I thank the Chairman for his patience, and what
we are talking about here is not the gag rule or prohibiting doctors
from doing, but rather much like what we are having a vote on
DOD on abortion counseling and funding with Federal funds, and
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that is partly why we are involved in this debate, not on your indi-
vidual practice, but because Federal funds are involved.

Thank you, Mr. Chairman.

- Chairman HOEKSTRA. Thank you.

Just a couple of quick questions. Dr. Smith and Dr. Hannigan,
perhaps a simple yes or no. Does this new language help your pub-
lic institutions?

Dr. SMITH. No.

Dr. HANNIGAN. No.

Chairman HOEKSTRA. It does not solve your problems?

Dr. SMITH. No.

Dr. HANNIGAN. No.

Chairman HOEKSTRA. What would solve the problem, going back
to the original language?

Dr. HANNIGAN. Going back to the original language. This, as we
talked about earlier, may help the Catholic hospitals, but I work
for the University of Texas, and I cannot make a statement on be-
half of the State of Texas about what my moral feelings are about
abortion. I would like to have some controi over my residency pro-
gram and what I teach and what I am required to teach.

Dr. SMITH. Also, it is a mistake to paint this as a Catholic versus
non-Catholic position. There are institutions that are not Catholic
that have problems with this, and there are institutions like my
) own where there is pro-life/pro-choice faculty that are going to have
- problems with this. So it is not just a Catholic versus non-Catholic.

' Chairman HOEKSTRA. 1 would assume that there are public insti-
tutions around the country, hospitals, that do not do induced abor-
tion procedures, correct?

Dr. HANNIGAN. Right.

Chairman HOEKSTRA. The question for Dr. D’Alessandri, the lan-
guage that we have received today, is this the final language that
you plan to imnplement on January 1?

Dr. D’ALESSANDRI. This is part of the final language that will be
implemented.

Chairman HOEKSTRA. So this is the language that will be dealing
with training on induced abortions that you plan on putting in
place on January 1?

Dr. D'ALESSANDRI. That is correct, sir.

1 just want to point out that any institution that has a moral,
not necessarily a religious, but a moral objection to this does not

N have to provide the procedure. Any program, that word was also

4 involved there, would not.

—. . Chairman HOEKSTRA. So this is what we will be working with
. over the coming months, and we will be in dialogue with over the
i * next six months?

Dr. D’ALESSANDAI. Yes, sir.

Chairman HOEKSTRA. All right. There is no opportunity to
T change it? This is it?
- . Dr. D'ALESSANDRI. Well, this is what has been approved by the

- council and we expect to be ratified by the RRC within the next

couple of months, yes, sir.

Chairman HOEKSTRA. All right, and you recognize the implica-
tions that that may have?
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Dr. D'ALESSANDRI. Well, I understand, sir, that as we have said
this is a legal procedure.

Chairman HOEKSTRA. I am not arguing that. You understand the
implications of where this puts this Congress on dealing with this
issue and dealing with the ACGME?

Dr. D’ALESSANDRI. I do not understand that, sir.

Chairman HOEKSTRA. No, I am not asking you whether you un-
derstand our position or not. You understand that you taking that
position means that this Congress or there will be Members of this
Congress that are going to work for action on this issue. Do you
understand that?

Dr. D’ALESSANDRI. I understand that.

Chairman HOEKSTRA. That is all I am asking. You understand
that that is a position that some of us believe we are now put in,
and that you have now involved us in the process.

Dr. D’ALESSANDRL [ do not believe we have involved you, sir. I
believe you have involved yourselves.

Chairman HOEKSTRA. I believe you have. Congress is going to be
involved in this issue. I just want you to understand. We can argue
about who started this chain. It is your language that has gotten
a lot of people very excited about an issue that up until this point
in time. We seem to be moving along, and we seem to dealing &irly
well at it.

I just wanted to make a couple of comments.

Mr. MCKEON. Mr. Chairman. :

Chairman HOEKSTRA. Do you want some time for questions? I
will yield to Mr. McKeon.

Mr. MCKEON. Thank you.

I apologize for not being able to hear much of the testimony, but
this does remind me a little bit of the issue we had last year with
the EEOC when they came out with some proposed language. How-
ever, they were willing to discuss it with us and some changes were
arrived at. It sounds like we do not have that opportunity here,
that they have not given us an opportunity to make any changes
on this or any discussion, and I guess that is what you are alluding
to, further action that would have to be taken.

Dr. D’ALESSANDRI. No, sir.

Mr. McKEON. It seems like it is fair—

Dr. D’ALESSANDRI. I did not understand the question in that
way, sir. I did not understand the question that way at all.

Mr. McCKEON. That is the way I understood it. I just asked a very
clear question. Is this the language or is there an opportunity to
influence it?

Dr. D’ALESSANDRI. I think there is always an opportunity to in-
fluence things. We would be happy to continue discussion on this
matter.

Chairman HOEKSTRA. Will the gentleman yield?

Mr. MCKEON. Yes.

Chairman HOEKSTRA. That is the process?

Dr. D’ALESSANDRI. Well, we would be happy to engage your staff
and set up a meeting. We would be happy to meet with you and
have representatives from the ACGME and the RRC meet with
you. We would be happy to do that, sir.

Chairman HOEKSTRA. Okay. Thank you.
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I will yield back.
Mr. MCKEON. I am a great mediator, you know, being a real
moderate on all of these issues.

(Laughter.]

Mr. McKEON. Sir, I thank you.

May I yield some time to Dr. Weldon?

Dr. WELDON. I thank the gentleman for yielding, and I appre-
ciate the opportunity to meet with members of the ACGME on this
issue.

I guess I just have one remaining question, and that has to do
with a particular instance that was brought to our attention involv-
ing the St. Agnes Hospital in Baltimore. I do not know if this was
already brought up. I know I have had to go in and out.

They lost accreditation because of a lack of family planning pro-
gram.

Dr. D’ALESSANDRI. That is not correct, sir.

Mr. WELDON. Was there more to that particular instance?

Dr. D’ALESSANDRI. Considerably more. Since that is a matter of
public record, we generally do not discuss these issues in any detail
in a public way, but that was litigated, and there were many issues
irtlvolved in that case. This was only one of the issues that was part
of it.

Mr. WELDON. Okay. That was the only question I had.

Chairman HOEKSTRA. Okay. Thank you.

Mr. WELDON. I thank the gentleman for yielding.

Mr. MCKEON. I yield back the balance of my time.

Chairman HOEKSTRA. Mr. Sawyer.

Mr. SAWYER. Well, Mr. Chairman, I just want to say that you
have been certainly good to your word in terms of your fairness and
openness. I will not repeat you. You at one point said you would
have a liberal approach to this, and I do not ever want to have that
be confused.

[Laughter.]

Mr. SAWYER. And you would not either, I am sure.

This is obviously a deeply emotional issue. It is one in which peo-
ple have deep moral investment, and I just want you to know, Dr.
Levatino, I read one of the articles that you had written that went
into greater detail about your journey from where you had been to
where you are, and I cannot know how you felt, but I have some
deep sympathy with how you feel, and I appreciate your being
here.

Mr. Chairman, I appreciate the quality and tone of this hearing.
There have been a lot of hearings broadly on this topic across this
Congress over recent years, and I would like it to be that this one
has been constructive.

I do not think we have resolved anything here today, but I think
we have set a constructive framework for further discussion of a
difficult issue.

I particularly want to close from my point of view and get some
reassurance at least from the representatives from ACGME about
the intent of the language that talks about legal restrictions. I
think it was Dr. Levatino who talked about the consequences of a
variety of different State jurisdictions and their effects on the re-
sults of this kind of program requirement.
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Is it your intention that those State statutory limitations be re-
spected with regard to the carrying out of this requirement?

Dr. D’ALESSANDRI. Absolutely, sir.

Mr. SAWYER. Thank you very much. I appreciate it, Mr. Chair-
man.

Chairman HOEKSTRA. Thank you.

Any other Members who have any other questions?

(No response.]

Chairman HOEKSTRA. Just let me wrap up and make some clos-
ing comments and hopefully continue to be constructive, although
somewhat frustrated by what I have heard today.

I came to this hearing and I conclude this hearing with a rec-
ognition that I believe that there is many individuals who would
like to go into the medical profession who would not want to go
through the parts of the training that you are now in a position of
starting to require.

There are a number of institutions that would not want to offer
that type of training and believe that by not offering that type of
tragiling, they can still provide excellent health care to the general
public:

I was hoping today that 'as we went through this process that
somewhere along the line there would be a clarity of why this pol-
icy was put in place, something other than it being driven by a po-
litical agenda. I do not believe I have seen that. I have tried to go
through the arguments. I have not seen a compelling medical need
demonstrated. I have not seen an identification that the procedures
that are being done here and the types of applications that you
would want to have them used for, that they are significantly dif-
ferent than the procedures that individuals are already trained in.

I have not seen strong professional support from the medical pro-
fession for this change, and it has been demonstrated here. It has
also been demonstrated in contact with my office.

I sense no strong public demand or support for this type of
change, and actually could argue that there would be strong public
disagreement with the medical profession moving in this area.

Earlier the statement was made that the ACGME did not under-
stand the position of the Catholic Health Association. I would lead
you to consider that perhaps you do not understand the position of
the American people and the public on this position. It is very clear
that you do not understand tge position of many Members of Con-
gress on this issue.

I appreciate your offer to meet with us and to consider working
out something that might be appropriate so that we do not have
to go through a legislative procedure. I am somewhat offended;
maybe I should not be, but I do not believe that this is a woman'’s
health issue. I believe that it is a much deeper issue than just a
woman’s health issue.

You are trying to require training in things many doctors just do
not want to do. You are trying to enforce a procedure that has been
very, very divisive in this country, and you are moving it away
from a position of choice to a requirement.

There was talk about now we have to do this for health care. The
doctors are continually making choices about specialties and train-
ing and where they want an emphasis and where they will not.
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They cannot be trained in everything. You have obviously made a
decision that this is a priority that every doctor or every person in
this profession, that this is one of the highest priorities. I do not
necessarily see the compelling evidence coming out today for that.

I thank the panel for their testimony. I think we have learned
some things. We have gotten a deeper understanding, but perhaps
most importantly we have gotten a commitment that we will ex-
plore a way to address this issue. We will be in contact with you
to try to set that up, to try to work through and resolve this issue.

If not successful or on a parallel track, we will continue the de-
velopment of the legislation and building a consensus in Congress
that something needs to be done on this issue.

So that is, I think, where we leave this hearing today, with an
appreciation for your testimony, a commitment to work with you to
see if we can reach an appropriate compromise, but also recogniz-
ing that the fact that that may not be possible, and we will be
working on parallel tracks to make sure we keep this area and this

direction within a framework and within limits that we feel com-
fortable with.

So thank you very much.

The subcommittee is adjourned.
[Whereupon, at 3:28 p.m., the subcommittee was adjourned.)
[Additional material submitted for the record follows.]
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OPENING STATEMINT
Congressman Pete Hoekstra, Chairman
Subcommittec on Oversight and Investigations
Committee on Economic and Educational Opportunitics
Wednesday, Junc 14, 1995

ACCREDITATION STANDARDS FOR OB./GY
The New Abortion Mandate

Iet mesay from the ontset that T would have preferied not to hold thus heanng
today.  As a Congress, we rely heavily on the Acereditation Council far Graduate
Medical Education (ACGME) for making sure that doctors educated m ihe United States
are qualified. Unfortunately, in February of this year, the ACGME chose 1o cxpand the
agenda of medical school acereditation far beyond simply estabhishing nummum standards
for the profession and have launched mto the arca of taking sides m an extremely divisive
maral and social issue. It seems clear to me that 1, as the chainman of this oversight
committee, and the Congress as a whole, have na cheive but to address thus issuc

Abortion has been called a “third rul”™ of Amenican politics - an issue so hot that
no one aants to touch it The issue mvolves basie American values — personal iberty and
the protection of mnocent hfe - shich seem to be m direct conttict The dilemma often
seems mtractable, and emotions run lugh on both sides. I'is 1s why the word “pro-
chotee™ 15 s0 appealing to many Amernicans, [t supgests that evenyone will agee 1o
disagree, that cach person 1s allowed to ive i accord wath lus or her values,

Whatever the vahidity of this approach where hunian ife may be at stake, some
new developnients cannot be called “pro-choice ™ They mvolve forcing medical trammg
programs i obstetrics and gynecology to perform and teach abortion techniques agamst

therr will. Such developments scem both "anu-life” and “anti-choice ™

1t1s of special concern to tlis commnttee that such cocrcion would be enforced by
threatenmg to withhold accreditation fiom programs of graduate medical education And
the matter s of speaial coneern to Congress, because such acereditation may deternune
whether programs and sudents aceene educational loan benefits and other federal
assistancee.

s probleny arose on February 14 of this year, when the ACGME 1ssued new
requirements for reswdency programs i obstetnes and gynecology  All ob gyn residency

programs will be required to tram residents i the vanious methods of induced abortion,
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While individual students wath “moral or rehigious obyections” will be able to apt out, an
advocate of the policy has already written that those who object “should be required to
explam why m a way that sausfies stingent and explict eotena®” (Dr Barbura Gottlich,

“Abortion - 1995 1in New Ingland Joumnal of Medicing, 2 23 95, p 332y Mareover. no

program can completely opt out. Even Catholic programs and others with strong moral

objections must set up mechanisms to_make sure the trng s provided at another

location  No conserence protection is provided for faculty memhzis aul their staff

The new requirement, scheduled to take cffect on January 1, s direetly counter
to numerous state and federal enactments on tlus issue. Federal conseience clauses seek
te ensure that physicians, students and restdents in medical schools and hospitals walt not
be discnmmated agamst for refusing to partierpate n abortion (42 USC § 300a-7)  In
1988, Congress amended the Educaton Amendments of 1972 1o ensure that federal “sex
discrummation” provisions do not require any educatonal program or institution to
pravide abortion benefits to swaff and students.  The Rehgious Freedom Restoration Act
of 1993 allows any msttution w file federal sut 1f a law or regulation would require 1t 1o
act cantrary to its rehigrously based moral code.

The ACGME requirement threatens to place federal faw i conflict with nself
Medicare reimburses for medical procedures performed by medical residents only f their
residency program s aceredited by the ACGME (42 USC § 130x (by (6). 42 CFR 3
U5 52200 The ealth Edueation Assistance Loan (HEAL ) program allows piaduates of
medical schools to defer repayment of their student foans dunng: residency . but only it the
resideney program is accredited by ACGME (42 CFR $60 1 How can Congress o
firmly proclaim protection for students and fazilities that refuse participation in abartion,
and then pumish them by denying them the benefits of these federal programs

Fhe confhict i state Liw 1 no less troubling At Jeast 41 states have Liws
protecting the rghts of mdividuals and facilities that refuse to participate m abortion
My own state of Michigan declared that a “hosprtal, clime, institution,  teaching
msttution, or other health facibty™ may not be required to perform or pariicpate
aburtions. and that such facihities have immuiity agamst any “civl or enninl labihty or
penalty ™ (Mich State. Ann § 333 Z0IK1) Almost evens member of this subcommittee
comes from a state sath asiular law - And yet many of these same states deny a license
to pracuce medicne to a resident i s or her resideney program 1s not aceredited by the
ACGME. It that accreditation rests i whole or m part on willingness to provide
abartion traming, the state has been placed i an untenable posiion 1t seems to be

violatng its owenanti-diseoimimation law




Within the medical profession, the new requirement runs counter 1o current
practice and many doctors” convictions Some witnesses who are present today  can
speak mere credibly than [aboat the depth of physicrans' disagreemenis on this 1ssue.
would only note that the expressed reason for the new ACGME requirement s the

widespread unwillingness of ob gyn. programs to make abortian an tegral part of their

waming  Programs and faculty have been voting with their feet. By one recent study,

only 12 percent of ob gyn residency pregrams make abortion a routme part af therr
trannng, most programs make 1t avaidable as an optional clective, but then few residents
volunteer for the tramung 1t seems that the new requirement must be impased from
outside preemsely because physicians and residents i the field do not see it as an mtegral
part of responsible mediine

The broader issue before us 15 whether acereditauon of educational programs s
supposed to ensure basic competeney m a ficld, or to enforce conformity with the
wealogical view of an orgamzation that has acquired a monopoly on the acereditation
process  When that orgamization enjoys defegated povernmental power to determime
cligbility for federal benefits, it would be iresponsible for Congiess to ignore such abuse
Simply to presenve the legal stats guo, to presenve everyone's current night to choose
whether or not to particepate m abortien, new federal action may be necessary In my
view at least, Congress cannot be idle when chgibility for its own programs of federal
assiztinee s condition on myohement n akortion  For this reason, 1 am developmg
legislavon to be miraduced m the commg days which will protect mstitutions and
mdinviduals from bemg disemmated agamst based on their refusal to perform mduced
abortions.

But today's heanng does not concern pamicular legisltion 1t bimgs together a
epresentative of the ACGME, and several directors and faculty moob gyn programs, to
deepen our understanding of this problem What has ACGME done and why? Where s
s pohey teadmg, and what does 1t mean for the mtegnty of standards for the
educational acereditanon?

1 welcone all the witnesses who have agreed 1o be aath us wday, and Tmnvie my

colleagiies to present any opening slatewents that they may have
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